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Tus paper is based on 118 cases admitted to St. Thomas’s Hospital 
during the year 1911. 

The total number of patients operated upon for inflammatory 
conditions of the uterus and its appendages and the neighbouring 
peritoneum and cellular tissue was 100. Eighteen cases were dis- 
charged from the ward without operative treatment. This propor- 
tion obtains as cases are generally admitted with a view to operation. 
In 30 of these cases the pus found at the operation was examined 
bacteriologically, 

While collecting these cases I noticed that a very definite relation 
obtained between the organism present and the class of case in which 
it occurred, and that the type of lesion caused by any one organism 
was remarkably constant. It is these points that, as far as my small 
number of cases will allow, I wish to emphasize; and I shall confine 
myself mainly to a discussion of the etiology and pathology of pelvic 
inflammation. 

T have classified these cases under the headings that appear in the 
hospital register as follows :— 

No 
Operation. Operation. Total. 

Salpingitis és 

Pyosalpinx atid Tubo-ovariat ‘abscess 

Pelvic Inflammation oo 

Hydrosalpinx 

Heematosalpinx 

Suppurating Pelvic heematocele 

Blood cyst of ovary 


ee No. 1. 
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This is the classification that will be used as the basis for analysis 
in this paper. This classification is far from satisfactory, great 
difficulty being frequently experienced in deciding to which group 
any particular case may most conveniently be referred. The group 
“ pelvic inflammation ” is frequently the destination of a case which, 
with fuller information, would be classified under the headings 
pyosalpinx or salpingitis, and misinterpretations actually occurred 
in more than one case, as in one where an abscess was first drained 
by vaginal incision, and subsequently when laparotomy was per- 
formed, inflamed appendages were discovered and removed. 

Wilson,! as the result of an analysis of 307 cases of pelvic 
inflammation, all operated upon, gives the figures that appear below; 


and I have classified my cases for the purpose of comparison under 
the same headings :— 


Wilson. Lock 
Puerperal Pyzemia I 
Pelvic abscess in cellular tissue 10 
Pelvic abscess of doubtful origin ... —... 6 
Catarrhal Salpingitis and bey 18 
Pyosalpinx and ovarian ‘abscess | 
Pyosalpinx and pelvic abscess } 15 52 
Ovarian abscess... TAN 2 
Pelvic Abscess originating in Appendages 8 
Tuberculous Salpingitis .. 4 
Suppurating pelvic Heematocele I 
100 


These figures show approximately the same proportions. With 
regard to “ pelvic abscess in cellular tissue,” it will be seen that my 
10 cases are fewer in proportion, and, further, I have included in 
this group cases of abscess of the uterine wall. Wilson does not 
mention any case of this kind. 

It is doubtful whether inflammation of the pelvic structures in 
the female ever occurs without the presence of micro-organisms. 

Dudgeon and Sargent ? showed the presence of staphylococcus 
albus in every one of 17 cases of pelvic hematocele, resulting from 
ectopic gestation, examined by them; and this organism is also found 
in intraperitoneal effusions of blood, such as result from the rupture 
of other viscera. Whether the adhesions which form round such an 
effusion are caused by the action of the organism or by the mechanical 
irritation of the blood it is difficult to say. 

During the year 1911, 18 cases of pelvic hematocele were operated 
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upon ; these have not been included in the present series of cases with 
the exception of one which was suppurating, the infection having 
occurred presumably from the bowel. 

In a large proportion of the more chronic cases of pelvic inflamma- 
tion no organism can be found by bacteriological methods, as there is 
a tendency for the organism which caused the condition after a 
certain time to die out. 

The commonest course for the infection to pursue is an ascending 
one; the organisms gaining access to the genital tract during sexual 
intercourse and parturition, and, less commonly, during examination 
and operation. 

A descending infection is comparatively rare; it is the common 
route taken by a tuberculous infection, while occasionally the tubes 
are infected by the passage of organisms from the appendix, or some 
other portion of the gut. This sometimes occurs as a reinfection of 
an old pyosalpinx or salpingitis in which the original causal organism 
had died out. The pelvic peritoneum and Fallopian tubes are 
involved when general peritonitis occurs from whatever cause; but 
the local effects are lost in the general invasion of the peritoneum. 

Apart from tuberculosis, the common causes of pelvic inflamma- 
tion are the gonococcus, and the group of pyogenic cocci and bacilli. 
The gonococcus in some cases ascends soon after infection as far as 
the Fallopian tubes, and there gives rise to salpingitis, in the majority 
of cases double, with consequent sterility. In others, however, after 
an acute attack of vaginitis or cervicitis, it may apparently become 
latent, and the patient may become pregnant. The pregnancy may 
proceed to full term or may terminate in abortion, Then after an 
interval the gonococcus seems to ascend and reach the Fallopian tubes 
and give rise to salpingitis. This does not seem to occur till some 
weeks at any rate have elapsed since the confinement, and it is always 
questionable whether the patient may not have become infected 
subsequently to the pregnancy. 

The group of septic organisms again falls into two divisions: in 
one the streptococcus is found, either alone or occasionally in associa- 
tion with other organisms; while in the second a large number of 
organisms seem to occur indifferently, either singly or two or more 
together. The former condition occurs in puerperal cases with a 
history of the onset of symptoms within a few weeks of confinement, 
and the latter are found in cases when the confinement is more remote. 
We shall find that these two classes differ as much in their clinical 
characters as in their pathology and morbid anatomy, 


SALPINGITIS. 
Thirty-six cases were classified as salpingitis; of these 29 sub- 
mitted to operation. The remaining 7 were treated with rest and 
general treatment, an important part of which was the relief of 


| 


4 Journal of Obstetrics and Gynecology 


constipation, which is a factor in nearly all cases. One of these 
cases, it is interesting to note, has since been operated upon in 
St. Thomas’s Home, suppurating tubes having been removed from 
both sides and an intraperitoneal abscess drained, 


TUBERCULOUS SALPINGITIS. 


Four out of the 29 cases were tuberculous, and so form a distinct 
group. In only one of these was there a family history of tubercle. 
Two were married women and two were single, their ages being 
56, 31 and 21 and 17 respectively. There had been no pregnancy. 

The clinical histories were characterized by pain in the lower part 
of the abdomen more or less continuous, with exacerbations, and 
dating from some time back; the shortest history being 6 weeks. In 
two cases the abdomen had been getting bigger recently; one com- 
plained of profuse vaginal discharge. One case had been treated 
20 years previously for stricture of the rectum. Menstruation was 
normal in all cases with the exception of one in which slight 
menorrhagia was complained of, 

In one case sanious pus was evacuated through an incision in the 
posterior fornix. This case at a later date, as well as the three others, 
submitted to the removal of the appendages by the abdominal 
route. At operation extensive adhesions were found, both ovaries 
and tubes being diseased in all cases; these parts were removed, and 
in one case hysterectomy also was performed. 

In three cases the peritoneum covering the gut in the neighbour- 
hood was studded with tubercle. 

In two cases convalescence was complicated by the appearance of 
a fecal fistula. In one of these cases an examination of the pus 
found at the operation showed the presence of B. coli as well as 
tuberculous material. In the other a small piece of the left ovary 
had been left adherent to the rectum. 

Lea® describes three cases of tuberculous salpingitis, and lays 
emphasis on the bilateral character of the lesion in all his cases. 
He finds that the mucous membrane is the part chiefly affected, and 
that peritoneal tuberculosis is present in all cases, 

Lucy ‘ lays stress on amenorrhea and leucorrhea as symptoms of 
bilateral disease, but this is not borne out by the above cases. 

Barlow and Watson ® describe three cases. They also find the 
lesion to be bilateral in all cases. Two of their cases complained of 
swelling of the abdomen, and in one leucorrhea was present. They 
find that the tuberculous nodules are confined to the mucous mem- 
brane, and that the process is most advanced at the outer end of the 
tubes. They conclude that infection is commonly by implantation 
of tubercle bacilli on the surface of the mucous membrane from the 
peritoneal cavity, and that thence the spread is by lymphatics towards 
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the uterus, Infection may also occur by the blood-stream, but this is 
probably very rare. 


SALPINGITISs. 


The remaining 25 cases of salpingitis include 15 in which 
salpingitis—in all cases double—was the only lesion. In 5 cases 
double salpingitis was complicated by an intraperitoneal abscess, and 
in two eases by abscess of the ovary. In three cases only was the 
lesion unilateral, and of these, two really belong to the puerperal 
group, which will be discussed later, the patients in question having 
been confined seven and eight weeks previously. 

There was one acute case in which pus was found dripping from 
the open end of the tube, no adhesions having formed, 

In 7 of these cases there had been no pregnancies; in 16 there had 
been one or more full-term confinements, and in 2 miscarriages only. 
The average number of children born to the patients who had had 
children, was nearly 3 per patient (18 mothers, 46 children). With 
the exception of the two cases mentioned above the shortest period 
that elapsed between the confinement and the onset of the illness 
was three months in one case and five months in two cases. In the 
former case there was a considerable degree of cellulitic thickening 
round the inflamed tubes, and an abscess of one ovary. Two cases 
followed a miscarriage, which in each case occurred some four months 
previously. In the majority of cases the onset was one or more years 
after the last confinement. 

The causative organisms of salpingitis, apart from the tubercle 
bacillus, fall into two classes: septic and gonorrheal. Great diffi- 
culty is experienced in attempting to distinguish between these two 
classes. 

A history of sterility associated with recurrent attacks of pain and 
discharge is practically diagnostic of gonorrheal infection. This 
history was present in 7 cases; in the remaining 18, 6 seemed to 
refer the disease definitely to septic infection at the confinement by 
some statement in the history as that the placenta was adherent 
(in 2 cases), that forceps was used or that there was post partum 
hemorrhage. In the remaining 12 cases there is nothing in the 


history to point to septic infection during labour; but to this point I 
shall return later. 


HypDROSALPINX. 


There are seven cases classified as hydrosalpinx; five of these were 
operated upon. In one the hydrosalpinx was present on both sides; 
in the other four on one side only, the other tube in all cases showing 
inflammatory changes. 

In one case the condition dated back to an operation performed 
three years previously for the removal of a fibroid. This patient had 
never been pregnant, All the remaining patients had borne children, 
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and in ail the symptoms dated back fairly definitely to the last 
puerperium. These patients presented very similar symptoms to 
those which obtained in the previous group. In none of these cases 
did the history suggest gonorrhea as the origin of the disease. 


PYOSALPINX. 


Forty-three cases of pyosalpinx came to operation; of these 19 are 
described as double pyosalpinx, three being associated with intra- 
peritoneal abscess; 11 as tubo-ovarian abscess, three again associated 
with intraperitoneal abscess. In 13 cases the pyosalpinx was 
unilateral; in all cases the opposite tube showed inflammatory 
changes; while in two cases there was an abscess of the ovary. 
In nine of these cases there was a history of complete sterility. In 
one case there had been a single miscarriage only; in the remaining 
31 there had been one or more children, the average again being 
nearly three per patient. In two the presence or absence of pregnancy 
is not recorded. 

In attempting to classify these cases etiologically the same diffi- 
culties arise as were experienced in dealing with salpingitis. Twelve 
gave a history definitely pointing to the gonococcus as the cause of 
the infection; of these women, nine had never been pregnant, while 
in three cases it seemed probable that gonococcal infection had 
occurred since the last confinement. In one of these cases the 
gonococcus was isolated, in another the pus proved on bacteriological 
examination to be sterile. 

One of these nine cases is of peculiar interest, and I quote it in 
some detail : — 


Case 1. D.W., a single woman of 21, had 3 years ago suffered from an 
acute attack of right-sided abdominal pain which came on a few days 
after coition and was accompanied by profuse vaginal discharge. She had 
never been pregnant. 

The present attack started 10 days before admission with pain in the 
left iliac region and later extending to the right iliac region. The last 
menstrual period was two weeks late and was accompanied by yellow 
vaginal discharge and a scalding pain on micturition. 

On admission her temperature was 102°. Pulse 108. On examination 
the abdomen was rigid and tender over the lower half. No abdominal 
masses could be felt. 

At operation turbid fluid was found in the peritoneal cavity. Double 
pyosalpinx was removed and an abscess in the pouch of Douglas opened. 
Drainage per vaginam. Abdominal incision closed. On bacteriological 
examination the fluid from the peritoneal cavity was sterile. The pus 
contained pneumococcus. The abdominal incision suppurated but healed 
well afterwards. 


Here, apparently, is an ordinary case of gonococcal salpingitis, 
and, but for the results of bacteriological examination, would have 
been classed as such. I have not been able to find any similar cases 
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recorded, and it must remain doubtful whether the pneumococcus 
was the primary cause of the pyosalpinx or whether a gonococcal 
pyosalpinx was secondarily infected by the pneumococcus. 
Thirty-one cases remain. In two of these the gonococcus was 
isolated, but, apart from the bacteriological evidence, it will be seen 
that there is no indication in the clinical history to differentiate 


between gonorrhea and puerperal sepsis as the original cause of the 
disease. 


Case 11. A.A., aged 24. First child born three years ago, puerperium 
norinal ; second child 14 years ago, in bed with “ influenza,” lochia offen- 
sive, after-pains severe. Discharge continued five weeks, and since then 
menstruation has been excessive and followed by a yellow discharge. 

Fourteen days before admission a severe attack of abdominal pain 
occurred, at first diffuse, later localised to the right inguinal fossa, 
diarrhoea, but no sickness. 


On admission temperature 101°, pulse 96. Patient looked ill. Abdomen, 
nothing abnormal detected. 

P.V. a large mass was found up the pouch of Douglas and pushing the 
uterus forwards. An abscess pointing at the posterior fornix was opened 
and drained. Discharge soon ceased. 

Six months later the patient had another similar attack. Re-admitted ; 
a tender mass, rising out of the pelvis, was present on the left side of the 
abdomen. At the operation the right tube was found inflamed, and the 
left tube and ovary contained pus. Drainage through posterior fornix. 

The pus was found to contain gonococci. 

Subsequently intestinal obstruction set in and the abdomen was re- 
opened and many adhesions were freed, in performing which the gut was 
damaged and an ileostomy had to be established. Ten days later end to 


end anastomosis of the ileum was performed, and the patient made a good 
recovery. 


The second case is similar :— 


Case 111. M.W., aged 29, had had two children, the second being born 
six years ago; six months afterwards she was treated for ‘“‘ stone in the 
kidney.’? One month after this the pain settled in the left iliac fossa and 
‘‘ removal of appendages ”’ was advised. She has suffered from indefinite 
pain ever since, and profuse vaginal discharges and dysmenorrhcea. * Three 
weeks before admission there was an acute attack of abdominal pain 
accompanied by vomiting. 

On examination the abdomen was tender all over. 
were felt in both lateral fornices. 


At the operation double pyosalpinx was removed, and the pus showed 
the presence of gonococci. 


Per vaginam masses 


In these two cases there is apparently nothing to distinguish 
them from septic puerperal cases apart from the isolation of the 
gonococcus. 

Of the remaining 29 cases, three only gave a history of difficult 
or complicated labour. In another the condition dated back to an 
operation for appendicitis performed six months previously, at which 
it was ascertained that the appendages were then healthy. 
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‘Two cases very similar in their clinical features—one ending 
fatally—point to a reinfection of an old-standing lesion :— 


CAsE Iv. J.S., aged 50, had had two children, the youngest 19 years 
ago. The menstrual periods had been irregular for the last year, the last 
two being excessive. Dysmenorrhoea always; no leucorrhcea. 

‘Two days before admission she was seized with a sudden attack of pain 
in the lower part of the abdomen and back. This passed off, and two days 
later another violent attack of abdominal pain came on accompanied by 
vomiting. The onset occurred when a menstrual period was due, but was 
not accompanied by any loss of blood. 

On admission, temperature 100°, pulse 108. The abdomen was rather 
distended, not rigid, and there was no dulness in the flanks: no tumour 
was felt. The patient was kept in bed. Ten days later a tender mass 
could be felt on the right side rising out of the pelvis. Per vaginam the 
cervix was high up behind the pubes. A hard tender mass connected with 
the posterior surface of the uterus could be felt bulging down the posterior 
fornix. ? fibroid; ? salpingitis. 

Laparotomy was performed. Dense adhesions were found and separated. 
The inflamed omentum was found adherent to the back of the uterus. The 
right tube was distended with pus and was removed with the inflamed 
right ovary. The left appendages were fairly healthy, and were not 
removed. Drainage was established and the wound healed well. An 


examination of the pus showed the presence of staphylococcus albus. 
Recovery. 


Cask v. E.S., aged 52, had two children 27 and 20 years ago. No 
trouble in either puerperium, no leucorrhcea. Prolapse for ten years, for 
which she had worn a pessary for eight years. She had a severe attack 
of pain six months ago and several slighter attacks since. The pain was 
of a shooting nature and situated in the lower part of the abdomen. Four- 
teen days ago another severe attack of pain occurred and continued, and 
was accompanied by menorrhagia, pain and difficulty on micturition. 

On admission the temperature was normal, pulse rate 100. Tenderness 
was present over the lower part of the abdomen, especially on the left. An 
ill-defined mass was felt rising above Poupart’s ligament on the right, and 
reaching half way up to the umbilicus. 

Per vaginam. Hypertrophic elongation of the cervix was present, and 
the external os uteri was patulous. A large, firm, fixed mass was felt 
behind the cervix, rather irregular in outline, with a median groove. 
? malignant, ? inflammatory. 

Laparotomy was performed and dense adhesions separated. 

There was pus in the left tube and ovary, also in right. Complete 
hysterectomy and removal of both appendages was performed. A drainage 
tube was left in the vagina and also in the abdominal wound. ‘The 
abdominal tube was taken out on the second day and on the third the 
vaginal tube also. On the fifth day the pulse and temperature rose steadily 
and the patient died on the sixth day. 

Post mortem. Recent acute peritonitis was found in the lower half of 
the abdomen. Bloody puriform fluid in the pelvis. The liver was large, 
pale and fatty, and there was cloudy swelling in the kidneys. 

An examination of the pus taken at the operation showed the presence 
of staphylococcus aureus. 
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In 14 cases the illness dates back to confinements of comparatively 
recent date. Many of these have histories resembling Cases ii and iii 
quoted above. In four only were bacteriological examinations made, 
the pus being returned as sterile in three, while in the fourth B. coli 
was found; but this may have been an accidental infection, as a 
pelvic abscess had been previously incised and drained per vaginam 
in this patient. 

One other case is of interest in that a pelvic abscess burst by the 
rectum while the patient was under observation, and subsequently 
the inflamed tubes were removed by the abdominal route. 


Petvic INFLAMMATION. 


The group labelled pelvic inflammation is a heterogeneous one. 
While containing many cases which, with fuller information would 
be classified under one of the headings “salpingitis” or “pyosalpinx,” 
it contains also a very definite group of puerperal cases. Out of 
28 women in this group no less than 13 had been confined within the 
previous 10 weeks, and in one case the confinement had been seven 
months before. Ten of these submitted to operation. 

In six of these cases a bacteriological examination was made of 
the pus found at operation. In all the streptococcus pyogenes was 
isolated, in one instance in association with a bacillus not identified. 

Of the 10 cases that came to operation, while labour was normal 
in all cases, and the puerperium normal for the first few days, 
subsequently (within 10—14 days of delivery) pain and fever set in; 
in one case there was no pain. A list of the lesions found at 
operation is shown in the table :— 


Time since 

Lesion. Treatment. Organism. confinement. 
Pus in left tube and Tube exsected ; Streptococcus 7 weeks 
abscess in uterine drainage. 
wall. 
Abscesses in cellular Removal of both Streptococcus 4 weeks 
tissue and uterine tubes ; drainage. 
wall. 
Abscess in uterine . Laparotomy Streptococcus 5 weeks 
wall; seropurulent drainage. 
fluid in peritoneal 
cavity. Appendages 
healthy. 
Intraperitoneal ab- Laparotomy Streptococcus 3 weeks 
scess, abscess in drainage. 
uterine wall. 
Uterine wall  con- Uterus and appen- Streptococcus 7 weeks 
tained multiple ab- dages removed. and a bacillus 
scesses, tubes  in- Abscess incised. 


flamed, returned c 
pelvic abscess. 
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Time since 
Lesion. Treatment. Organism. confinement. 
Abscess in broad liga- Rt. tube and ovary — Streptococcus 6 weeks 
ment and ovary exsected. Drainage. 
Abscess in broad Laparotomy. 7 months 
ligament in left side, Drainage. 
adhesions, left ap- ' 
pendages inflamed. 
Cystic mass in broad Laparotomy. 3 weeks 
ligament. Appen- Drainage. 
dages healthy. 
Cystic mass to right Rt. Appendages 10 weeks 
of uterus. Appen- removed, abdominal 
dages healthy. wound closed. 
Pelvic cellulitic ab- Incised 24 inches Streptococcus 7 weeks 
scess. above Poupart’s 
ligament. 
Puerperal pyczemia. Blood culture 3 weeks 
Abscess in broad sterile. 
ligament. 


In five of these cases one or more abscesses were present in the. 
uterine wall, in one (Case vi) on one side only, in other four on both 
sides. In a sixth (Case xi) abscesses were present in the broad 
ligament, which, tracking up along the ‘ovarian veins, extended 
nearly to the right kidney. In five of these cases—all that were 
examined—the streptococcus was isolated. 

Case xvi is essentially of the same type. No operation was 
performed during life, but post mortem an abscess was found in the 
broad ligament, and in addition septic infarcts in the lungs; the case 
was one of puerperal pyemia. The pathology of this condition 
probably is that a septic thrombosis of the uterine vessels occur, 
which goes on to suppuration, infection taking place through the 
placental site. 

Lea and Sidebotham ® show that in 80 per cent. of the cases 
examined by them organisms were present in the uterine cavity as 
early as the second and third day after confinement, and that in 
20 per cent. of these cases the streptococcus was isolated either alone 
or in company with other organisms. In the great majority of these 
cases the puerperium ran an afebrile course without other evidence of 
infection. 

With the large raw surface left after the detachment of the 
placenta, with the uterine sinuses directly opening into the cavity of 
the uterus, it is surprising, in the light of Lea and Sidebotham’s 
results, that septic thrombosis of these vessels is not of much more 
frequent occurrence. 

In two of these cases (xiii and xiv) the condition found at the 
operation was a cystic mass in the broad ligament; the appendages 


= 
4 
i 
| 
! 
i 
j 
¢ 
| 
4 
4 


Lock: Pelvic Inflammation 11 


were healthy. This is presumably one of a cellulitis affecting the 
broad ligament on one side only, which had not gone on to 
suppuration. 

In one case only was a cellulitic abscess opened above Poupart’s 
ligament ; — 


CasE xv. E.M., aged 31, had been confined with her eighth child seven 
weeks before admission: labour normal: on the eighth day of the puer- 
perium there was an attack of pain in the left iliac region which lasted 
only two days, to reappear eight days before admission; it had been 
gradually getting worse. The lochia were normal, only lasting three 
weeks. There had been no rigors and no vaginal discharge since the 
lochia ceased. 

On admission the temperature was 99°, and the pulse 100. The abdomen 
appeared to be enlarged in the lower part especially on the left side. A 
large tender mass could be felt rising from the pelvis on the right side 
reaching to within two inches of the umbilicus. Fluctuation could be 
obtained over the mass. 

The abscess was incised and drained, pus being evacuated, and the 
mass rapidly disappeared. A _ bacteriological examination of the pus 
showed the presence of streptococcus pyogenes in pure culture. 


This, then, is a fairly typical case of pelvic cellulitis going on to 
suppuration as described by Cullingworth.” 

In these last four cases the infection seems to have been of the 
broad ligament, and this seems to be the seat of primary pelvic 
cellulitis, the organisms probably gaining access to the cellular tissue 
through lacerations of the cervix. In all these cases the infection was 
unilateral, In three only of the 11 cases was there any salpingitis. In 
one case it was bilateral, This case (x), on bacteriological examination, 
showed the presence of bacilli in addition to streptococci. In Case xii 
the left appendage was inflamed; this case was operated upon seven 
months after confinement. In Case vi there was pus in the tube and 
in the uterine wall, while the streptococcus was present in pure 
culture. Possibly this was a primary salpingitis, or it may have 
been secondary to the thrombo-phlebitic abscesses of the uterine wall. 

Of the nine cases that were not operated upon, five were described 
as pelvic cellulitis; in one of these the cellulitis was certainly a 
secondary condition, the last confinement having occurred two years 
previously. Of the other four cases, in one the onset was 14 days 
after a miscarriage and proved to be a mild attack of inflammation, 
the symptoms disappearing after one week in bed. In two others the 
onset was two to three weeks after confinement. Both were admitted 
one month after confinement complaining of pain and fever. In 
both cases a hard mass could be felt in one fornix extending upwards 
so as to be felt also on abdominal palpation. In both these cases, 
after two weeks’ rest in bed, the masses were much smaller and the 
pain and fever had subsided. 
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The remaining case more closely resembles a typical acute pelvic 
cellulitis ; — 


Cask xvul. E.M.O., aged 24, had been delivered of her fourth child ten 
days before admission. Labour was described as normal. On the third 
day of the puerperium there were three rigors and on the fourth her 
temperature was 104°. The uterus was hard but not tender on palpation. 
The lochia were offensive, and a douche was given. On the eighth day 
there was some pain in the hypogastrium—pain had not been present 
previously. The temperature still remained high (102’—103°). The uterus 
was explored but nothing found; its cavity was douched. On admission 
the patient looked flushed, but had no pain. A hard mass could be felt 


reaching up to within two inches of the umbilicus and stretching out to 
the left. 


Per vaginam a hard mass filled up the left fornix, and extended out to 


the left pelvic wall. Slight thickening was present in the right ; the pouch 
of Douglas was free. 


A culture taken from the interior of the uterus showed the presence of 
staphylococcus albus, diphtheroid bacilli and bacillus proteus. For one 
week more the temperature rose daily to 103 or 104, the patient did not 
feel ill, and had a good appetite, taking full diet. After 14 days the mass 
was distinctly smaller, the discharge had ceased, and the temperature was 
normal. She was then sent to rest at home. 


It is interesting to note that the streptococcus was not isolated in 
this case; its absence may perhaps be due.to the antiseptic treatment 
which had been adopted, or it may have been crowded out by the 
more actively growing organisms which were identified. 

Thus out of 118 cases of pelvic inflammation we find only one of 
acute cellulitis going on to abscess formation; two cases with 
cystic masses in the broad ligament; one case of typical cellulitis that 
cleared up without abscess formation, and two very mild cases. 
Thus we have six cases of true primary pelvic cellulitis, two of very 
mild degree. We have six cases of thrombo-phlebitis of uterine or 
ovarian vessels, and one more of a similar nature classified as 
puerperal pyewmia. 

Three cases of pelvic abscess, included in this group for lack of 
adequate information as to the pathological lesion present, were 
treated by incision and drainage by the posterior fornix. One of 
them was almost certainly an old gonococcal salpingitis that had 
become reinfected; diphtheroid bacilli were isolated from the pus. 
In the second, perhaps also gonococcal in origin, bacilli and atypical 
diplococci being isolated, the woman had suffered from a miscarriage 
18 months previously. The third followed a miscarriage 14 days 
previously ; the uterus had been evacuated by a doctor, and three days 
later severe pain had set in with fever; the pain was chiefly referred 
to the rectum ; the symptoms did not improve, so the patient was sent 
to hospital. On examination a large tense mass was felt bulging 
forwards the posterior vaginal wall. This was incised and about one 
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pint of very offensive pus was evacuated. All these cases were 
probably cases of salpingitis with pelvic abscess, but the condition of 
the tubes was not determined. 

In the four remaining cases that were not operated upon an 
abscess ruptured into the rectum. One other case in which this 
happened subsequently submitted to operation, and, pyosalpinx and 
salpingitis being found, both tubes were removed. This case has 
already been classed with the pyosalpinx group. Two of the four 
cases resembled this case in their clinical history, the illness dating 
back to confinements respectively two years and 15 months previously. 

In the third case there was a history very suggestive of gonococcal 
salpingitis, there having been two previous attacks of pelvic 
inflammation in a woman who had never been pregnant. The condi- 
tion found on bimanual examination of this case 14 days after the 
rupture of the abscess was noted as follows: “ Hard masses are felt in 
each lateral fornix while the large hard mass which previously filled 
the pouch of Douglas has disappeared.” 

The fourth of these cases gave a history of miscarriage associated 
with instrumental interference three weeks previously. 

The three former cases therefore probably belong to the groups 
“ pyosalpinx”’ or “ salpingitis.’ | While in the fourth case it 
remains doubtful whether the abscess was derived from an ascending 
infection or by a direct infection of the pelvic peritoneum ; probably 
the former obtains. 

In three cases, possibly due to appendicitis, a large intra- 
peritoneal abscess was opened and drained by the abdominal route. 
Bacteriological examination of the pus in two of these showed the 
presence of B. proteus, staphylococci and streptococci in one, and 
of B. proteus, B. coli, and staphylococcus aureus in the other. 

Two cases followed operation. In one a cyst of the broad ligament 
had been removed at an operation performed 18 months previously, 
at which it was ascertained. that the appendages were then normal. 
In the other a parovarian cyst had been removed 15 years before. 
At the second operation dense adhesions were found and five pints of 
clear fluid were evacuated. 

To complete the list, in the case classified as double hwmato- 
salpinx, this condition was found in association with multiple fibro- 
myomata of the uterus. Complete hysterectomy and removal of both 
appendages was successfully performed, 

There were two cases of blood cyst of the ovary which I shall not 
consider further, and one of suppurating pelvic hematocele which 
has already been discussed. 


BAcTERIOLOGY, 


Taking the 29 cases of salpingitis operated upon, and excluding 
the four cases of tuberculous salpingitis, in 10 of the remaining 25 
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pus was present, either in the peritoneum or in an ovarian abscess. 
This leaves 15 cases of salpingitis without the presence of pus, and 
if to these we add the five cases of hydrosalpinx we have 20 cases of 
catarrhal or non-suppurative salpingitis. 

There were 43 cases of pyosalpinx and 10 of salpingitis with pelvic 
abscess. ‘To these we may add the four cases of pelvic abscess which 
burst into the rectum, and the 3 cases which were incised through the 
posterior vaginal wall—60 cases in all of suppurative salpingitis. 

This is the classification proposed by Orthmann, quoted by Doran 
in his article on salpingitis. It is a more rational classification 
than the one that has been used in this paper, in that it brings 
together all the cases of pus formation. 

Of these 60 cases there are bacteriological reports in 22 :— 


Pus sterile 

Gonococcus 

Pneumococcus (Case 1) 

Staphylococcus aureus (Case v) 
Staphylococcus albus (Case Iv) 
Staphylococcus aureus and albus 

B. coli and streptococcus pyogenes 
Racilli, diplococci and diphtheroid bacilli 
Bacilli and atypical diplococci ; 
B. proteus, streptococci, staphylococci 
B. proteus, B. coli, staphylococcus aureus 


° 


(died) 


The last two cases were attributed to appendicitis, and the 
bacteriology supports this view. 

Of the 19 cases grouped under salpingitis and pyosalpinx, which 
from their history were probably gonorrheal in origin, six were 
examined bacteriologically ; three were sterile, in one the gonococcus 
was found; in one (Case i), quoted above, the pneumococcus and in one 
diphtheroid bacilli. This case gave a history of a long period of 
pelvic discomfort associated with sterility; she had been married 
20 years. 

Of the cases following confinement, apart from the definitely 
puerperal group, 14 were examined; seven were returned as sterile; 
the gonococcus was found twice (Cases ii and iii), while in six various 
organisms were found, 

In one case only the streptococcus was found, and this will be 
discussed below. 

The question arises as to the source of the infection in Cases ii 
and iii. Lea and Sidebotham ® did not find the gonococcus in the 
interior of the puerperal uterus in any of the 58 cases examined by 
them. It seems unlikely therefore that the gonococcus ascends from 
the interior of the puerperal uterus, and thus causes a salpingitis. 
There are two other possible explanations, either that infection by 
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the gonococcus took place after the confinement, or that the 
gonococcus can exist in the tubes without giving rise to such 
obstruction as to prevent the passage of the ovum :— 


Case xvitt. M.W., aged 39, was delivered of her tenth baby nine weeks 
before admission. The placenta was said to have been digitally removed 
immediately after the birth of the child. Three weeks after confinement, 
the patient had attacks of pain in the left side which had gradually 
increased in intensity, the vaginal discharge persisted. 

On admission the patient looked pale and ill. Temperature 100°. 
Nothing abnormal was felt in the abdomen. Per vaginam a hard mass 
was felt behind and to the right of the uterus. At the operation the pelvic 
viscera were felt fixed high up; the uterus was large and anteverted. The 
right tube curved upwards and backwards and was adherent to the pelvic 
brim. On separating the adhesions an abscess was opened in the pouch of 
Douglas; the right appendage was removed. The left appendage was 
healthy. The pelvic colon was thickened and inflamed. Drainage by 


vagina. Abdomen closed. The right tube and ovary was thickened and 
inflamed. 


As regards its clinical history, this case resembles the puerperal 
cases already discussed. And it seems possible that in this case the 
salpingitis is really a secondary condition, the primary lesion being a 
cellulitis or thrombo-phlebitis giving rise to pelvic peritonitis, just as 
the thickened and inflamed pelvic colon is undoubtedly secondary to 
the pelvic peritonitis. 

Of the group of 11 puerperal cases, to which this bears such close 
resemblance, we have seen that in no less than six—all that were 
examined—were streptococci present. In one case bacilli were also 
present. In this case also there was salpingitis. One other case 
showed inflammation of the tube, the condition being described as 
pus in the tube and uterine wall. This was a pure streptococcal 
infection, and is the only one where the streptococcus apparently 
caused a salpingitis directly, although even in this case it is possible 
that it was secondary to the thrombo-phlebitic abscess in the uterine 
wall. 

Thus these puerperal cases contrast strongly with the cases of 
pyosalpinx and salpingitis. In the puerperal cases the common 
lesion is either a septic thrombo-phlebitis or a pelvic cellulitis, A 
consideration of the conditions that obtain will perhaps explain this. 
We have an open wound—the raw surface of the interior of the 
uterus, whence the drainage is fairly free. Ordinary septic 
organisms may infect this surface and cause inflammation of it, but 
they will not penetrate deeply. The streptococcus alone penetrates, 
and this is in accordance with its ordinary behaviour elsewhere. If 
the streptococcus is of a very virulent type we get a septicemia or 
pyemia; if less virulent the infection will remain localized. The 
streptococcus may take two rather different courses. Infection may 
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occur through the placental site causing septic thrombo-phlebitis, 
which may go on to pus formation resulting in miliary abscesses in 
the uterine wall, and these commonly involve both sides of the 
uterus, as the placental site is not limited to one lateral half of the 
uterus. Or the infection may obtain entrance through some lacera- 
tion of the cervix, and in this case the cellular tissue of the broad 
ligament is affected, giving rise to true pelvic cellulitis. This is 
commonly unilateral, because a tear will probably involve only one 
lateral half of the cervix uteri. It is possible that a very virulent 
infection of this type will give rise to the cases of acute puerperal 
peritonitis by extension through the cellular tissue to the pelvic 
peritoneum. 

Lea !2 states that the mucous membrane lining the uterus is not 
completely restored until some five weeks after delivery. After the 
second day the cavity of the uterus is lined by a thin layer of 
granulation tissue except over the placental site. Here the granula- 
tion tissue layer takes a much longer time to cover the large venous 
sinuses and the clots they contain. This granulation tissue layer 
offers a considerable resistance to invasion of the deeper layers of the 
uterus by pathogenic organisms. Thus the placental site remains 
a weak spot in the defence against infection; while if a portion of 
the placenta or membranes remains adherent to the wal] of the 
uterus the granulation layer will not be able to develop at this place ; 
thus involution will be delayed, and the chances of infection will be 
increased. 

Why does not salpingitis occur shortly after labour, seeing that it 
is not an uncommon event after miscarriage? The conditions would 
seem to be favourable, many organisms of various types being 
frequently present. I would suggest that this does not occur because 
during the puerperium the cavity of the Fallopian tubes is not 
continuous with that of the body of the uterus, and the mucous 
membrane of the Fallopian tube does not join into that lining the 
cavity of the uterus till involution is nearly complete, being at an 
earlier period separated from it by the overgrowth of muscle tissue 
and decidua. The result of this is that an ascending infection 
cannot occur until the continuity of the mucous membrane has been 
restored. The only route infection can follow is a direct one ) through 
the veins or tissue spaces of the body of the uterus. 


Concivuston. 

Thus it would seem that, apart from certain special cases, the 
organisms that give rise to pelvic inflammatory conditions adopt 
three main routes of infection; namely, direct, ascending and 
descending: and in this we may find a useful basis for classification. 
These groups correspond with the groups that we have been consider- 
ing under other titles. In the puerperal group the infection is 
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direct; in the non-puerperal, or the group containing the majority of 
cases of pyosalpinx and salpingitis, it is ascending, while tuberculous 
salpingitis arises by a descending infection. 

The ascending infections I have termed also non-puerperal, for 
the purpose of contrasting them with the puerperal group in which 
the streptococcus occurs. 

The lesions they give rise to are essentially salpingitis. Attempts 
to classify these etiologically have failed in the main, though we may 
perhaps subdivide them into gonococcal and septic, the former 
occurring frequently in the absence of pregnancy or completely apart 
from it. The lesions produced by the former are usually bilateral, 
and render the patient sterile; while the latter are in general a late 
sequel of pregnancy, the exact pathology of the condition being 
obscure. We have seen that ascent of infection from the uterus to 
the tubes is very rare in the puerperium, and that this may be due to 
absence of continuity between the Fallopian tube and the uterus at 
this time. In some cases it would seem that a streptococcal infection 
at the puerperium, when associated with the presence of other 
pyogenic organisms, favours infection of the tube at a later date; 
while in others presumably an endometritis remains after the 
puerperium, which, when involution is nearly complete, may ascend 
to the tubes and there give rise to a salpingitis. 

The lesions these two groups give rise to are anatomically and 
clinically indistinguishable, and are probably best classified according 
to the method proposed by Orthmann,® into catarrhal or non- 
suppurative and suppurative salpingitis; obstruction of the abdominal 
ostium in the former giving rise to hydrosalpinx, while in the latter 
a pyosalpinx results. If the abdominal ostium is not closed in the 
latter but the pus covered by adhesions, tubo-ovarian abscess and 
intraperitoneal abscess result, or in extreme cases a generalized 
peritonitis. 

The tuberculous group originates in a descending infection, and 
this has been already dealt with. 

The distinguishing features of the puerperal or direct group are 
that the streptococcus is always present, and that the onset is always 
within a few weeks of confinement, The lesions are in the main 
extraperitoneal, for the body of the uterus is in reality as much 
extraperitoneal as is the cellular tissue of the broad ligament. 

There are again two main subdivisions of this group according 
to the course followed by the infection. 

When the organisms gain access by the placental site they give 
rise to thrombo-phlebitis of the uterine vessels. The further results 
of this depend partly on the virulence of the organisms and the 
resistance of the patient, and partly on the vessels involved and the 
extent of the thrombosis, 

The infection may subside without abscess formation, or suppura- 
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tion may take place; while if the virulence of the organism is still 
greater pyeemia and septicwmia result. The ovarian veins may be 
involved with consequent cellulitis tracking up along the vessels, 
and possibly giving rise to retroperitoneal abscess and peritonitis by 
extension. Ligature and excision of these vessels in cases of puer- 
peral pyzemia was first suggested by Trendelenberg, and has recently 
received much attention and has been successfully practised by 
Knyvett Gordon,® Blair Bell !° and others, 

Or the uterine veins may be involved and the clot extend to 
the common iliac veins resulting in the condition of phlegmasia alba 
dolens, and pyemia and septicemia may also follow. 

If the vessels in the substance of the uterus are affected alone the 
result is the appearance of abscesses in the uterine wall. 

When infection occurs through a laceration of the cervix the 
lesion which results is a true pelvic cellulitis. This may be confined 
to the broad ligament, or following the planes of connective-tissue 
and blood-vessels in this region, may extend and go on to suppura- 
tion; while if the infection is more virulent puerperal peritonitis is 
the result. 
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Fig. 1. Operating table made of wood for laboratory work, can be 
placed on an ordinary bench,—-author’s design. 


Fig. 2. Infantile uterus of young rabbit, kept alive 62 days after 
dophorectomy. Muscular wall rudimentary. Glands scanty in number. 
x17D. Exp. I, Series I. 
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Some Experimental Work upon the Physiological 
Function of the Ovary.* 


By A. Louise McItroy, M.D., 


Assistant to the Muirhead Professor of Obstetrics and Gynecology, 
University of Glasgow. Assistant Gynaecological Surgeon, 
Royal Infirmary. District Obstetric Physician, Glasgow 
Maternity and Women’s Hospital. 


Tue researches embodied in this communication have been under- 
taken with a view to finding out the influence of ovarian secretion 
upon the other reproductive organs, and upon the organism as a 
whole. The aim of the experiments was to ascertain the physio- 
logical function of the different constituents of the ovary, special 
attention being directed towards the interstitial cells. Some experi- 
ments were carried out upon the influence of uterine secretion upon 
the ovaries both by its removal and retention. Experiments as to 
the effect of the ovary upon pregnancy and estrus are not included, 
and have been reserved for a future detailed research. A review 
of the literature bearing on the subject of ovarian secretion will be 
found in my paper in the current Transactions of the Royal Society 
of Medicine. My thanks are accorded to Professor Noél Paton for 
his permission to carry out the work in the Physiological Research 
department of the University of Glasgow, and for his unfailing 
help and criticism. I also acknowledge the kindness of Professor 
Teacher for facilities for histological work in the Pathological 
Institute of the Glasgow Royal Infirmary. | 

The majority of the experiments were performed upon rabbits, 
rats and guinea-pigs. All operations were done under antiseptic 
precautions. The animal was placed upon a modified Trendelenberg 
table (Fig. 1) which was found to be of invaluable assistance in 
operations upon the pelvic organs. The hind legs were bandaged 
to the leg rests, and on opening the abdomen the intestine was found 
to be removed from the field of operation, thus rendering an assistant 
unnecessary except the anesthetist. The skin of the animal was 
cleansed with soap, water, and lysol, and it was found that the 
results were better when shaving was not performed. No after 
dressing was applied with the exception of a strip of wool soaked in 


* Abstracted from a paper read before the Obstetrical Section, Royal 
Society of Medicine, 6 June 1912. The expenses of this research were 
defrayed by a grant from the Royal Society. 
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collodion. In most cases a median incision was used, but in some 
lateral incisions, and in the case of guinea-pigs, the ovaries could 
be reached with more ease by two posterior or lumbar incisions. 
The animals appeared healthy and well during the experiments, and 
were kept in isolated cages. During the winter months care was 


required to ensure that the room was kept warm, especially after 
operations. 


EXPERIMENTS. Senrtes I. 


To find effect of removal of both ovaries upon the nutrition of the 
uterus, external genitals and mamma, the rate and degree of 
atrophy if present, and the general deposit of fat. 


Numerous experiments have been performed to find the effects 
of the removal of ovarian secretion upon the uterus and other 
reproductive organs, and most observers agree, that if the operation 
is performed before sexual maturity has been reached the uterine 
development is arrested and that subsequent atrophy takes place. 
The external genitals and mamme remain undeveloped. If, after 
sexual maturity, the walls of the uterus show atrophic changes the 
muscular tissue gradually disappears and is replaced by fibrous 
tissue, the glands become reduced in size and number, and finally 
the whole uterus approaches a condition closely allied to fibrosis. 
Atrophy also takes place in the other reproductive organs. Most 
authors agree as to the onset of atrophy of the uterus but differ as 
to its cause, the majority agreeing that it is due to the removal of 
ovarian secretion, others that it is due to the cutting off of the 
vascular and nervous connections of the uterus at the time of 
operation. (Hofmier, Sokoloff, quoted by Marshall, p. 316.) Car- 
michael and Marshall in rodents found fibrous degenerative changes 
in the uterus after oéphorectomy. Hospital experience shows that 
complete removal of both ovaries is followed by cessation of 
menstruation and subsequent atrophy of the uterus, in fact by a 
series of events similar to those occurring naturally after the 
menopause or physiological suppression of ovarian secretion. That 
this atrophy is not the result of cutting off the blood and nerve 
supply to the uterus is shown by the continuance of menstruation 
and the maintenance of the general nutrition of the uterus, in cases 
where only a small portion of one ovary has been left behind. There 
is no experimental evidence that pro-cstrum persists in animals 
after castration, and those cases in which menstruation is said to 
have continued after ojphorectomy in the human female, are in all 
probability to be explained by the presence of a small portion of 
ovarian tissue which has been inadvertently left behind, or of an 


adventitious ovarian “rest” in the region of the broad ligament 
or adrenal glands. 
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TABLE I. 
EFFECT OF DOUBLE OOPHORECTOMY UPON THE UTERUS AND MAMMAE. 
Days 
Experi. Animal. Operation. alive. Results. 


L Young |Double o6phorectomy| 62 | Uterus infantile and somewhat atro- 
rabbit hied. Some glands present. 
lane small, Fig. 2. 

II. Rabbit. Double obphorec- | 120 | Uterus atrophied, most marked in 
Pregnant 16 tomy. muscular coat. No glands, Single 
days Abortion 4 days row of epithelium lining uterus. 

later. Increase of stroma tissue-cells 
vacuolated in places, Mammae 
small, increase of fibrous tissue 


Ill. | Rabbit. Double oéphorec- | 155 | Same results as No. II. Blood-vessels 


Pregnant reduced in number 
21 days |Abortion 3 days later 


IV. Rabbit. Double ojphorec- | 160 | Same results as Nos. II and III 


Pregnant 7 tomy. 
ays Abortion ? 
V. Adult Double 400 | Uterus very much atrophied, muscle 
monkey odphorectomy replaced by fibrous tissue. Glands 


almost entirely disappeared. 
Lining epithelium of uterus 
present. Mammae small with 
increase of fibrous tissue. Animal 
well-nourished but no undue 
deposit of fat. See Fig. 3. 


‘The animals were well nourished and showed an enormous deposit 
of fat in the tissues. This was not so marked in the monkey, nor 
was pro-cestrum observed in this animal. No diminution in energy 
was apparent when compared with the controls. Abortion occurred 
as far as could be judged in every case of operation upon a pregnant 
rabbit. This could not be due solely to operative manipulation, as 
it was not found to occur after operations where the ovaries were 
not removed. 

Conclusions. It is evident that uterine function and nutrition are 
dependent upon ovarian secretion, as atrophy occurs after removal 
of both ovaries. The rate of atrophy is directly proportionate to 
the time the animal is kept alive after operation, the longer the time 
the more marked are the fibrous changes. The muscular wall first 
shows these atrophic changes, the glands persist for some time but 
gradually disappear. In every specimen examined the epithelium 
lining the uterus was found to be present, the cells being more 
flattened than normal. The uterus of the monkey was found to be 
exactly one-third the size it was at operation. The vessels are 
diminished in size and number and do not show marked atheromatous 
changes although in places there is a fibrous thickening of the walls. 
No cyclic sexual phenomena appear to occur after removal of both 
ovaries. The mamme and external genitals are atrophied. 
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Senies II. and III. 


(A) To find effect of removal of uterus and Fallopian tubes upon 
the ovaries and general nutrition of the animal. 


(B) Zo find effect of retention of uterine secretion upon the ovaries 
and general nutrition of the animal. 


Statements have been made that the uterine secretion has an 
influence upon the nutrition of the animal, and is antagonistic to 
that of the ovaries themselves. Bond found that in rabbits removal 
of the uterus caused hypertrophy and overgrowth of lutein tissue 
in the ovary, and that retention of uterine secretion prolonged wstrus, 
and caused it to occur more frequently. ‘The retained fluid also 
interfered with the embedding of the ovum. He also found that this 
retained secretion is prejudicial to the health and nutrition of the 
animal. He holds the theory that the ovary elaborates one internal 
secretion and that this secretion has an anabolic influence upon the 
uterus, and at recurrent intervals increases in amount and produces 
estrus. Retained saline secretion is antagonistic to ovarian secre- 
tion in the anestrous state. This theory is not supported by many 
authors. Blair Bell maintains that menstruation is due to uterine 
secretion and the menopause to the withdrawal of this secretion. 
He mentions cases where menstruation occurs after odphorectomy 
and thinks that ovulation is due to this uterine secretion. 

Carmichael and Marshall performed hysterectomy on young 
rodents and found normal development of ovaries. In adult animals 
no degeneration took place in the ovaries. Atrophy of the ovaries 
after hysterectomy was found by Mandl and Biirger and also by 
Zweifel. In such cases it is probable that the vascular supply of the 
ovaries was interfered with at the time of operation. Sellheim 
found no change in the ovaries after hysterectomy. 


TABLE II. 
EFFECT OF HYSTERECTOMY UPON THE OVARIES. 
Days 
Experi. Animal, Operation. alive. Results. 
i Adult Complete hysterec- | 70 | Ovaries normal.  Follicles in all 
rabbit | tomy with Fallopian stages of development. Corpora 
tubes and cervix lutea present. Interstitial cells 
Normal. Fig. 4. 
II. Young do. 80 Ovaries normal 
rabbit 
IIL. |Adult rabbit do. 100 do. 
IV. do. do, 120 do. 
Vi; do. do. 140 do. 
VI. do. do. 150 do. 
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TABLE III. 


EFFECT OF ‘RETAINED UTERINE SECRETION UPON THE OVARIES. 


Days 
alive. 


Experi. Animal. Operation. Results. 
re Young | Left horn of uterus | 70 | No fluid found in uterus. Ovaries 
rabbit ligatured at each normal 
end 
II. Adult | Right horn ligatured| 150 | Uterine horn distended with saline 
rabbit at each end fluid, walls thinned and atrophic, 


other part of uterus normal. Both 
ovaries normal, corpora lutea 
marked ; interstitial cells normal 


III. Young | Both horns ligatured| 150 | Horns distended with fluid, no muscle 

rabbit at each end or — in wall, single row of 

epithelium lining walls. Ovaries 

and cervical portion normal. Fig. 
5. Fi 


Fig. 6. 
IV. Adult Left horn ligatured | 170 | Slight dilatation of horn. Ovaries 
rabbit at each end normal 
V. Adult | Left horn ligatured | 180 | Irregular dilatation of horn. Wall 
rabbit at each end thinned in places only where dis- 


tension present. Other portion of 
uterus normal. Ovaries normal 


VI. | Adult rat | Left horn ligatured | 215 | Horn dilated with saline fluid, walls 
at each end very much thinned. No glands or 
muscle tissue. Other portions of 
uterus normal. Ovaries normal 


No change was found to take place in the general nutrition of the 
animals. The young rabbits continued to develop normally. 

Conclusions. The general development and nutrition are not 
affected by removal of the uterus or retention of uterine fluid. The 
ovaries are not affected by removal of the uterus or by retained 
uterine secretion. Follicular development and formation of corpora 
lutea take place. The interstitial cells are unaffected by uterine 
secretion. No atrophy of external genitals or mamme follows 
removal of the uterus. The atrophy of the uterus found at site of 
distension is due to pressure of retained fluid and not to its influence, 
as the portion of the uterus not distended is normal on microscopical 
examination. Compensatory hypertrophy of the uterine wall was 
not observed. From experiments upon the withdrawal or retention 
of uterine secretion in the anestrous state there is no evidence that 
this secretion has an action antagonistic to that of ovarian secretion. 
The uterus is a channel for the elimination of metabolic products 
and for the embedding of the ovum, and is under the direct influence 
of the ovaries. There is no evidence that the uterus is responsible 
for the phenomena of menstruation or pro-cestrum more than that 
it is the channel for excretion of substances generated or controlled 
by the ovary itself. 


24 Journal of Obstetrics and Gynecology 


Series IV. 

To find effect of removal of (a) one ovary in causing compensatory 
hypertrophy of the other ovary without estrus or pregnancy, 
and (b) to find effect of retained uterine secretion upon the 
occurrence of this hypertrophy. To find effect of (c) retained 
uterine secretion after removal of both ovaries in counteracting 
atrophy of the uterus, 


It is stated by Bond that compensatory hypertrophy only takes 
place in one ovary after removal of the other, when pregnancy or 
estrus has occurred and not in the anestrous state. 

If uterine secretion is antagonistic to ovarian growth then it 
may be argued that retained uterine secretion should inhibit the 
occurrence of compensatory hypertrophy in the ovary. Also if the 
nutrition of the uterus is solely maintained by its own secretion, 
retention of uterine fluid should prevent atrophy taking place after 
both ovaries have been removed. 


TABLE IV. 
EFFECT OF REMOVAL OF ONE OR BOTH OVARIES WITH RETAINED UTERINE 
SECRETION. 
Days 
Experi. Animal. Operation. alive. Results. 
I. | Adult rat | Left ovary removed.| 40 | Small quantity of fluid in uterine 
Right uterine horn horn. Ovary —— inter- 
ligatured at each end stitial cells increased. Uterus 
normal in non-distended portion 
II. | Adult rat | Left ovary removed.} 40 | Quantity of fluid larger than in 
Left horn ligatured Experiment I. Ovary hypertro- 
hied. Uterus normal in non- 
istended portion 
Ill. Adult | Bothovaries removed.| 290 | Uterus small, saline fluid scanty, 
rabbit | Both horns ligatured walls atrophied. Glands absent in 
at each end places. No muscular tissue present 
DY. Adult |Both ovaries removed| 305 | Right horn greatly distended with 
rabbit {Both horns ligatured. fluid. Left distended but smaller. 
Animal recently Uterus atrophied all over. 
pregnant 


Conclusions. Compensatory hypertrophy takes place in the 
absence of pregnancy or estrus, and in the presence of retained 
saline fluid from the uterus. Uterine secretion has no inhibitory 
effect upon the growth of the ovary, and does not counteract the 
atrophy of the uterus after removal of both ovaries. 


Serres V. 
To find effect of transplantation of the ovaries upon the uterus and 
mamma, with special reference to the influence of the inter- 
stitial cells as contrasted with the follicles. 


The successful results of ovarian grafting as to the prevention of 
uterine atrophy are now well recognized, but it has not been laid 
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Fig. 3. T.S. Uterus of monkey kept alive goo days alter Gophorectomy. 


No muscular tissue or glands present. 
Ipithelium lining uterus still present. 


Wall composed of fibrous tissue. 
x15 D. Exp. V, Series I. 


Fig. 4. Ovary of young rabbit after hysterectomy, kept alive 75 days. 


Follicles in all stages of development. 
Series II. 


Corpora lutea seen. x22 D. Exp. I, 
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Fig. 5. Ovary of young rabbit after ligature of uterus and retention of 
saline fluid for 150 days. Follicles in all stages of development. Corpus 
luteum seen. 45D. Exp. III, Series 


Fig. 6. Thinned-out portion of uterine wall of rabbit due to distension 
from retained saline fluid. No glands nor muscular tissue are present. 
The epithelium lining the uterus is evident. x27 D. Exp. III, Series I]. 
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Fig. 7. Corpora lutea in grafted ovary showing hyaline degeneration 
of lutein cells, and leucocyte infiltration at periphery. The interstitial 
cells are normal. — To left is a portion of uterus, no atrophy is present. 
x6 D. Exp. I, Series V. 


Fig. 8. Cystic corpus luteum in ovary grafted into kidney tissue. 
Interstitial cells are normal. No atrophy of uterus present. x17 D. 
Exp. III, Series V. 
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Fig. 9. Interstitial cells normal-from ovarian graft. No atrophy of 
uterus, but follicles cystic. Young rabbit kept alive 70 days. x4oo D. 
Iixp. II], Series V. 


Fig. ro. Normal uterus of young rabbit at cervical portion—one half 
shown. No atrophy. x38 D. Exp. Ill, Series V. 
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Fig. 11. Fibrous remains of ovarian graft in abdominal wall of guinea 
pig alter 120 days. Atrophy of uterus observed only to a slight degree. 
x17 D. Exp. IV, Series V. 


Fig. 12. Ovary of dog during pro-cestrum. Corpus luteum shown. 
x12 D. 
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stress upon by other workers as to the relative value of the persistence 
of the follicles or interstitial cells, or how long the transplanted 
tissue retains its physiological function. The experiments of 
Marshall and Jolly show that ovarian grafts prevent atrophy of 
the uterus after oéphorectomy, and that ovulation occurs in the 
grafted tissue. Most authors lay stress upon the development of 
the follicles as the essential factor in the promotion of functional 
activity. Limon thinks that the interstitial cells are of great 
physiological importance. He found that degeneration of the 
follicles occurred, but that the interstitial cells prevented uterine 
atrophy. Scott Carmichael found cystic degeneration of ovarian 
grafts and no evidence that transplanted ovarian tissue prevented 
atrophy of the uterus. Very little evidence, however, is to be found 
in the literature as to the permanency of transplanted ovarian tissue, 
although some authors report atrophy with subsequent regeneration 
of follicular tissue, and take the presence of follicles alone as 
evidence of the success of the graft. 


Mcllroy: Physiology of Ovary 


TABLE V. 
EFFECT UPON THE UTERUS AND MAMMAE OF TRANSPLANTATION OF THE OVARIES 
Days 
Experi. Animal. Operation. alive. Results. 
I. Adult Double odphorec- 60 | Nouterine nor ag 5 Mammae normal’ 
rabbit. |tomy. Cortex of one Commencing degeneration of cor- 
Recently | ovary grafted on to ra lutea, hyaline and infiltration 
pregnant uterine wall y leucocytes. Interstitial cells 
normal. Fig. 7. 
II. | 6 months | Double odphorec- 60 | No uterine atrophy. Mammae larger 
old rabbit |tomy. Piece of cortex than at operation (control by 
grafted into right microscopical examination). De- 
kidney enerated follicles in kidney tissue. 
nterstitial cells normal 
Ill. Adult Double odphorec- 70 | Corpus luteum in graft cystic. Inter- 
rabbit tomy. Piece of cor- stitial cells normal. No atrophy 
tex grafted into of uterus. Mainmae normal. Figs, 
right kidney 8, 9, 10. 
IV. Adult Double oéphorec- | 120 | Atrophy of uterus only to a slight 
guinea-pig |tomy. Pieces of cor- | degree. Interstitial cells in grafts. 
| tex grafted on No follicles to be seen 
to peritoneum of 
abdominal wall 
V. Adult Double oophorec- | 200 | Uterus atrophied. No evidence of 
rabbit. |tomy. Small piece of, graft. Mammae small 
Pregnant 16| cortex of human 
days ovary grafted on to 
kidney. 
Abortion next day 
VI. Adult Double oophorec- | 200 | Mammae normal. Atrophy of uterus 
rabbit |tomy. Piece of cor- not observed, but glands scanty. 
tex grafted into No follicles in graft, which looks 
uterine muscle like a piece of fibrous tissue. 
Interstitial cells more type of 
stroma cells, 
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Conclusions. Ovarian grafts prevent atrophy for a time but 
ultimate degeneration takes place in the transplanted tissue followed 
by atrophy of uterus. ‘The rate of degeneration varies with the site 
of implantation, the more vascular the site the longer the persistence 
of the graft. Degeneration takes place first in the cells of the 
corpus luteum as evidenced by hyaline changes and leucocyte infil- 
tration. The follicles show cystic degeneration. The interstitial 
cells persist much longer than the follicles and they appear to control 
the nutrition of the uterus as atrophy takes place when these cells 
are degenerated and no atrophy when they are present without any 
trace of follicles. 


It is to be noted that these experiments were not undertaken with 
a view to finding if transplanted ovarian tissue became functionally 
active, as that has been proved by numerous workers such as Guthrie, 
Nattrass, Knauer, but to ascertain the function of the interstitial 
cells. 

In the course of a series of experiments now in process upon 
the effects of castration upon calcium and phosphorus metabolism, 
the ovaries were removed from a female dog during pro-cstrum. 
The uterine discharge ceased immediately after operation and was 
not again observed. Examination of the ovaries showed that corpora 
lutea were present and follicles in all stages of development. The 
interstitial cells were much enlarged, and in the neighbourhood of 
the corpora lutea they were found to contain the lipoid substance 
so characteristic of lutein cells. It is therefore possible that the 
interstitial cells have an important function in the maintenance of 
the nutrition of the uterus, and in the production of an internal 
secretion, and that they undergo various changes during pro-estrum 
and estrus. (Fig. 13.) 

Much further research is required upon the separate physio- 
logical functions of the constituents of the ovary. 
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Fig. 13. Interstitial cells from dog during pro-cestrum. Cells are much 


enlarged and cytoplasm filled with lipoid substance. 
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» SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class.) 


Axial Rotation (Cervical Torsion) of the Myomatous 
Uterus, * 


By J. A. Kynocu, M.B., F.R.C.S., F.R.C.P. (Edin,), 
Professor of Obstetrics and Gynacology, University of St. Andrew’s ; 
Gynaecological Surgeon, Dundee Royal Infirmary. 


''wEN'y years ago the subject of uterine rotation was fully discussed 
before this Society, and gave rise to a spirited controversy as to the 
frequency of its occurrence and its clinical importance. It is now 
generally recognised that in a large proportion of cases, the normal 
full-time pregnant uterus deviates to the right and is rotated on its 
long axis so as to bring the left border of the uterus to the front. 

Regarding the clinical importance of uterine rotation one may 
mention : — 

Ist. The occurrence of a rare form of post-partum shock, due to 
the forcible pressure on the left ovary against the contracted uterine 
wall in the third stage of labour—a condition fully described by our 
President. 

2nd. It has to be reckoned with in performing Cesarean section 
when this rotation must be undone before making the uterine 
incision. 

3rd. It may be a rare cause of obstructed labour, as in a case 
described by Doléris. This complication, however, is not unusual 
in some of the lower animals. 

4th. It may give rise to symptoms resembling those of extra- 
uterine pregnancy as in cases reported by Léhlein and by Walther. 
In their cases the marked rotation was verified by operation; the 
twist was undone, and in both cases labour terminated normally. 

5th. It may cause fatal intra-uterine hemorrhage. Glinski has 


* Communicated to the Edinburgh Obstetrical Society, June 12th 1912. 
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recently reported an interesting case where an otherwise normal 
full-time pregnant uterus had undergone such marked axial rotation 
as to cause fatal intra-uterine hemorrhage. At the post-mortem 
examination it was found that there was a large accumulation of 
blood between the placenta and the uterine wall. The uterus was 
twisted three-quarters of a circle, on the greatly elongated cervix. 

Axial rotation of the pregnant uterus may be caused by fibroid 
or ovarian tumours. It is of interest to note that the first reported 
case of torsion of the pedicle of a subserous fibroid complicating 
pregnancy and giving rise to peritonitic symptoms was reported by 
Dr. Cappie in the third volume of the Transactions of this Society. 
In his case premature labour had been induced. Death occurred 
from peritonitis. ‘The post mortem examination (notes of which 
were reported by Dr. Matthews Duncan) showed that gangrene of 
the tumour had resulted from torsion of its pedicle. 

Rheinprecht quotes, from Chrobak’s clinic, a case of a full-time 
pregnancy complicated with a fibroid tumour in the uterine wall. 
Torsion of the uterus gave rise to severe peritonitic symptoms, 
demanding hystero-Cesarean section. 

Thorn reports the case of a four months’ pregnancy complicated 
with a fibroid tumour likewise associated with peritonitic symptoms. 
The uterus had undergone rotation to 180°. The fibroid was 
enucleated from the uterine wall and the‘pregnancy ended normally. 
Lepage, Holowoko, and Dickinson report similar cases. 

Axial rotation of the non-pregnant uterus may be brought about 


by :— 


Ist. Torsion of the pedicle of an ovarian cyst. 

2nd. Torsion of the broad pedicle of a subserous fibroid. 

3rd. Much more rarely by cervical torsion associated with an 
interstitial fibroid in the wall of the uterus. In 32 cases of axial 
rotation collected by Schultze, 17 were the result of torsion of the 
pedicle of an ovarian tumour. ‘This is specially common during the 
puerperium when the lax abdominal wall, and the soft condition of 
the uterus predispose to its rotation. In those cases the torsion of 
the ovarian pedicle is continued on to the corresponding side of the 
uterus, which rotates in the same direction. 

The symptoms are usually referable to the ovarian rather than 
to the uterine twist. In the case of torsion of the pedicle of a 
subserous fibroid the effects of the torsion are generally referable to 
the tumour itself, and more rarely is the uterus involved in the 
twist. 

Cases where acute symptoms were associated with twist of the 
pedicle of a subserous fibroid have been reported before this society 
by Drs. Fordyce and McGibbon. 

Axial rotation of the uterus, however, may participate in the 
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torsion of a thick pedicle of a subserous fibroid as in cases reported 
by Schau and Cameron. 

It is important that torsion of the uterus, due to a twist of the 
pedicle of a subserous fibroid, should be distinguished from the much 
rarer condition of torsion of the myomatous uterus on a greatly 
elongated cervix. So far as I am aware only one case of this nature 
has been brought before the Society. Dr. Haultain, in reporting 16 
cases of axial rotation of the pelvic organs, noted one example. The 
condition being one of great rarity and clinical interest I venture to 
report another case. The first reference to this condition is the 
report of a post mortem specimen by Virchow in his classical work 
on tumours, but Frommel and Schrider were the first to recognise 
it during operation. Up to 1906 Schultze had collected 53. cases of 
torsion of the myomatous uterus from all causes, and since then 
about 10 other cases had been described. Schultze classifies the 
cases collected according to the degree of rotation, 

Ist. Cases where the degree of rotation was under 180°. Under 
this group he collected 15 cases. Only in the 2 cases complicated 
with pregnancy (already referred to) were there marked symptoms. 
In the other cases the symptoms were either slight or entirely absent. 

2nd. Cases where rotation was about 180°. He found 16 cases of 
this type. Acute symptoms were present in 6 of the cases. 

3rd. Cases where the rotation exceeded 180°. In this group the 
symptoms were frequently acute and associated with great elonga- 
tion, thinning and torsion of the cervix amounting in some cases 
to almost complete separation of the body from the cervix. It 
should be noted that the severity of symptoms does not always 
correspond to the degree of torsion, but rather to the suddenness of 
the twist. The elongation and subsequent atrophy of the cervix 
predispose to axial rotation. Bladder symptoms are rare. Schultze 
mentions it in 5 of his collected cases. 

The symptoms in acute cases are similar to those of axial rotation 
of an ovarian cyst, with which it is most frequently confused. 

The prognosis from immediate operation is as favourable as in 
uncomplicated hysterectomy. Of 42 cases operated on, 2 died, one 
from internal hemorrhage, and one from pulmonary embolism 9 
days after operation. 

The following are notes of my case. The patient, 56 years of 
age, unmarried, was admitted to the Gynecological Department of 
the Dundee Royal Infirmary on January 11th 1912. She had 
enjoyed good health till 12 years ago when she detected a tumour in 
the abdomen. Beyond slight discomfort it gave rise to no symptoms 
and her medical adviser did not consider it required treatment. 
Her menstruation had always been quite regular of 3-5 days’ 
duration, and ceased 6 years ago. A month before admission she 
was suddenly seized when turning in bed with acute abdominal pain, 
followed with retention of urine necessitating the use of the catheter 
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for 10 days. There was marked constipation, and her medical 
adviser states that she then showed all the symptoms of acute 
intestinal obstruction with collapse. 

On examination in hospital she presented the appearance of a 
patient suffering from concealed uterine hemorrhage. Her pulse 
was 120; temperature 102. The abdomen was enlarged to the size 
of a seven months’ pregnancy, by a hard, smooth tumour tender to 
pressure. On account of the extreme tenderness its pelvie attach- 
ment could not be satisfactorily made out, but the consistence of the 
tumour, and the knowledge that it was detected 12 years ago, pointed 
to its being a fibroid with internal hemorrhage, although the symp- 
toms were exactly those which might be produced by the twist of an 
ovarian pedicle. On opening the abdomen a considerable quantity 
of blood-stained ascitic fluid escaped. There were universal adhe- 
sions to the parietal peritoneum. The tumour was of a dark purple 
colour and hard in consistence. With some difficulty (on account 
of its bulk) it was pulled out of the abdominal cavity, and found 
to have a pedicle formed by the elongated cervix about the thickness 
of a finger and twisted 2} turns from left to right. The pedicle 
was transfixed and ligatured. On account of considerable 
oozing the abdominal cavity was irrigated with hot saline 
fluid and a glass drainage tube introduced. Excepting for slight 
pyuria, which cleared up three weeks ‘after operation, the patient 
made a satisfactory recovery. Examination of the parts removed 
showed the tumour to be an interstitial fibroid growing from the 
top of the uterus. The tubes and ovaries (which participated in the 
torsion), the uterine cavity and tumour presented all the appearances 
of extensive hemorrhage. The whole tumour weighed 13 lbs. 

From a study of the reported cases it would appear that pain 
associated with a uterine fibroid is more frequently due to slight 
torsion than is generally supposed, and that cases of acute axial 
rotation of the uterus must be regarded as one of the gravest risks 
to which women with uterine fibroids are liable, and therefore 
demanding prompt operative interference. 
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A Case of General CGEdema of the Foetus with Feetal 
Ascites and Hydramnios. 


By Trevor Davis, M.D., M.R.C.P., 
Resident Medical Officer, City of London Lying-in Hospital. 


Mrs. A. A., age 30, was admitted into the City of London Lying-in 
Hospital under the care of Dr. Comyns Berkeley, on June 6 1912. 

Previous history. During the last eight years the patient has 
had five children, all of whom are dead. The first two were born 
naturally at full term, but died of broncho-pneumonia, at the 
ages of 4 and 2} respectively. The third and fourth both died 
the day after birth; the cause of death was probably jaundice in the 
one, but was unknown in the other. Both were born at full term. 
The fifth child was premature (32 weeks) and stillborn, Apart 
from a slight swelling of the legs during the first pregnancy there 
was nothing abnormal noticed by the patient during the above 
pregnancies. The patient’s general health has been good; no history 
of any serious illness. She states also that her husband has always 
been healthy. 

History of present pregnancy and labour. The last menstrual 
period occurred from October 1 to 4 1911. During the latter half 
of this pregnancy the patient was troubled with varicose veins and 
swelling of both legs. She also stated that the abdomen was larger 
this time than before. Labour began six hours before admission. 
Examination of the patient revealed edema of both legs with 
varicosity of the veins. 

The abdomen measured 42 inches in circumference at the level 
of the umbilicus; a fluid thrill was easily obtained across the uterus; 
the fundus of the uterus reached the ensiform cartilage. The foetal 
head was felt floating above the brim; foetal heart beat heard on 
right side in position corresponding to third vertex, rate 150 per 
minute, 

Per vaginam, os nearly fully dilated, membranes bulging, head 
just felt, 

Urine normal; heart and lungs also normal. 

The membranes ruptured half an hour after admission ; the liquor 
amnii measured, in all, 3} pints. The head engaged, but in spite 
of the strong pains no appreciable advance was made. Forceps were 
then applied and the head extracted. There was some difficulty in 
delivering the shoulders and still greater difficulty in extracting 
the trunk, strong traction having to be made. The child (a female) 


\ 
: 
\ 
a 


Davies: General (idema of the Foetus 88 


was born in a state of white asphyxia, and the usual methods of 
resuscitation were unsuccessful. The placenta and membranes were 
expelled spontaneously in ten minutes. 

Post mortem appearances, A fetus 17} inches long, weighing 
71 lbs., showing marked anasarca of the whole body, especially 
prominent in abdomen and chest; the subcutaneous tissues, on 
section, ooze fluid. 

On opening the abdomen, straw-coloured fluid, in part blood- 
stained, escaped and measured 600 cc. Peritoneal bands and loose 
tags are noted in the lower part of the abdominal cavity. The 
cedema affects all the viscera both abdominal and thoracic. The 
brain, cord and meningeal spaces are markedly oedematous. 

The only pathological lesion discernible, beyond peritoneal 
adhesions, affects the spleen, which is enlarged to 2} times the normal 
size. The pericardial and pleural cavities also contain a quantity of 
fluid. No developmental lesions are discernible. 

The fluid, tested clinically, contains much albumen, ‘2 per cent. 
urea and is coloured by blood, but is straw-coloured in the peri- 
cardium. 

The spleen is soft, cedematous and uniformly enlarged; liver, 
normal, firm and dark; placenta, soft, cedematous, much enlarged 
and weighs 3} lbs. 

Histological examination. Kidneys. Small collections of leuco- 
cytes are found in the kidney substance, but there is no destruction 
of tissues. The cytoplasm of the tubal epithelium fails to stain 
properly and has a granular appearance. The tubal lumina are in 
many places filled with débris. The suprarenal capsules and spleen 
show nothing obviously pathological. The placenta shows marked 
vascularity of the chorionic villi, but otherwise no definite lesion. 
No spirochetes and no gram positive organism could be recognized 
by suitable staining. 


I have to thank Dr. Comyns Berkeley for permission to publish 
this case, 
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The Relationship of the Lungs and Genital Organs of Tubercu- 
lous Women. 

H. vON BARDELEBEN (Lancet, June 29 1912) publishes a very interesting 
paper on this subject with special reference to its connection with preg- 
nancy, and discusses the question of the placenta and its uterine site as 
being an important focus of the disease. J.M.W. 


Gonorrheea in Girls : 300 Cases. 

Louise Morrow and O1GaA BRIDGMAN (Journ. Amer. Med. Assoc., 
May 25, 1912) report a series of cases treated systematically in a public 
institution in Illinois where the reform of youth and the stamping out of 
contagious disease is undertaken with great thoroughness. Out of 200 
yearly commitments about 55 per cent. are infected with gonorrhoea on 
admission, the disease showing all grades of severity. All cases are 
carefully examined on admission and the vaginal and cervical secretion 
submitted to the usual tests. Great precautions are taken to make sure 
against recurrence. The speculum is used whenever possible, but in the 
youngest subjects it cannot well be employed. Douching has proved 
useless or even, when prolonged, worse than useless. Children and girls 
with innocent infections are now treated with vaccine alone and, except 
for a thorough daily cleansing of the labia, no local treatment is given. 
Instillations of argyrol and of one per cent. silver nitrate by means of long 
medicine droppers proved not much better than douches. A child aged 
six, an habitual masturbater, with an ‘‘ innocent ” infection was treated 
for sixteen months with semi-weekly injections of twenty per cent. argyrol, 
and then for fourteen months with similar instillations of one per cent. 
nitrate with no apparent improvement. Five months’ use of the gonococcus 
vaccine caused the germs and the discharge to disappear entirely. For six 
months no germs could be found at any time, but the authors admit that 
after that space of time there was a mild recurrence, and the patient was 
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under treatment when the report was published. Gonococcal vaccine 
proved the best treatment in children and other patients where effective 
local measures were impracticable. For cases in which the speculum could 
be used, semi-weekly treatment once with twenty-five per cent. silver 
nitrate to the cervix and ten per cent. to the vagina, followed by an appli- 
cation of petrolatum, and once by a twenty-five per cent. paste of iodoform 
in glycerine have given the best results. This treatment is not improved 
by the use of gonococcus vaccine. The authors found that the most 
excellent results followed the use of vaccine where there were infections of 
joints. The experiences of Drs. Morrow and Bridgman, carried on under 
the most favourable conditions, show what difficulties attend all endeavours 
to extirpate the gonococcus. Only a few of the girls under treatment had 
borne children; in these there was a more marked tendency to infection 
of the Fallopian tubes. A.D. 


Method of Draining the Pelvis after Supra-vaginal Hysterectomy. 

v. TétH (Zentralblatt fiir Gynikologie, Nr. 2, 1912) describes a new 
method of use in those cases where vaginal drainage of the pelvis is 
necessary, e.g., after removal of diseased and adherent appendages. The 
method is applicable where supravaginal hysterectomy is carried out at 
the same time, as isoften required in those cases. The method would seem 
to possess the advantage of overcoming a risk so often met with in those 
conditions of the opening made in the vaginal vault tending to contract 
and in this way defeating the objects which the surgeon has in view. 

The method is as follows : after the appendages have been removed and 
the supravaginal amputation carried out in the ordinary way, the cervix 
is slit up behind along its entire length and the incision is carried along 
the posterior vaginal wall for a greater or less distance, depending on 
circumstances. Two sutures are introduced in each vaginal edge to arrest 
hemorrhage, and two sutures are placed also on each side of the cervix, 
passing through the thickness of the wall. The outer parts of the broad 
ligaments are closed in the usual way and the anterior peritoneal flap is 
now drawn across and united to the cervix along the isthinal aspect by a 
series of stitches passing from mucosa to edge of peritoneum. By these 
means a canal is obtained which remains patent long enough for efficient 
drainage by means of a gauze drain drawn through into the vagina. The 
pelvis can be shut off from the general abdominal cavity in»most cases by 
bringing sigmoid across and suturing it to the surface of the anterior 
peritoneal flap. 


Formation of Artificial Vagina. 

StorcKeL (Zentralblatt fiir Gynikologie, Nr. 1, 1912) reports two 
interesting cases in which he attempted to produce an artificial vagina 
where this was congenitally absent. He discusses the ethics of the 
procedure, and maintains that whereas its performance cannot be recom- 
mended as a routine, in an individual case it may be quite justified to save 
a girl of a strongly sexual temperament from mental dangers. 

The first case was that of a girl 23 years old. In 1909 her abdomen had 
been opened and two small uterine horns had been removed. The ovaries, 
which were normal, were left. The patient came under Stoeckel’s care in 
Ig11 suffering from appendicitis. It was decided to attempt the construc- 
tion of an artificial vagina, and under lumbar anzesthesia the recto-vesical 
space was opened up by a transverse incision as far as the peritoneum. 
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-The raw cavity was plugged with gauze and the abdomen was opened. 
The appendix was removed. The right ovary was imbedded in a mass of 
adhesions and was liberated. The peritoneum of Douglas’ pouch was 
incised later transversely and two flaps, rectal and vesical were detached. 
These were transfixed by a suture. The gauze placed below was removed 
and with forceps the cavity was entered from above and the suture drawn 
through. The abdominal cavity was closed. The peritoneum was drawn 
down and stitched all round to the skin at the orifice of the new vagina. 
A tampon was left in for four weeks, but after its removal contraction of 
the cavity took place. Tamponning was again carried out, but eventually 
the vagina contracted till it admitted only a finger. Stoeckel admits that 
the operation did not fulfil his anticipations, in so far as transformation 
of the peritoneum into an epidermic surface, such as might have been 
expected from the irritation of the gauze plugs, did not occur. 

In the second case, a girl of 22 years of age, the method advocated by 
Baldwin was carried out. As before the recto-vesical space was opened up 
as far as the peritoneum and then plugged with gauze. Laparotomy was 
then carried out. The ovaries were small on both sides, the tubes were 
very thin, and there were two uteri about the size of hazel nuts. The 
small intestine was ligatured in two places about 30cm. from the czecum 
and divided by the Paquelin cautery. The same was done 25 cm. further 
along. The ends were covered over by peritoneum in the usual way and 
the resected portion of gut was isolated by making two vertical incisions 
in the mesentery. The ends of the gut were overlapped and united by 
lateral anastomosis. A suture was placed over the isolated piece of gut at 
its centre and, after the recto-vaginal space was opened from above, this 
suture was pulled through to act as a tractor. The abdominal cavity was 
closed and the doubled up portion of bowel was drawn down and opened at 
its apex and united to the orifice of the raw cavity. The recovery of the 
patient was good. The immediate results of the operation were good and 
the author hopes to report the ultimate results in a later publication. 


J.Y. 


Anzrobic Streptococci in the Vagina of Healthy Women and 
Children. 

Rosowsky (Zentralblatt fiir Gynikologie, Nr. 1, 1912) reports an 
addition to the many investigations on this subject carried out within 
recent years. In all, 100 patients were examined. These were women with 
normal or nearly normal genital organs. In the first 20 only zrobic 
organisms were detected. The next 80 were examined with an improved 
method. Out of these 65 were adults; anserobic organisms were present in 
25, streptococci in 21 of them, and staphylococci with streptococci in the 
other four. Fifteen of the cases were children, and in them anzerobic 
streptococci were discovered in two cases. 

Rosowsky believes that his investigations show that in healthy women, 
and even in virgins as in the two children, one of whom was 1} years, the 
other 54 years of age, organisms can develop in the vagina. Under 
ordinary circumstances they possess only saprophytic properties, but after 
abortion or labour it would seem that they may originate serious mischief. 


Injections of Chloride of Zinc in Chronic Metritis. 
Mocguot and Mock (Rev. de Chirurg., 1912, No. 5, p. 779). Intra- 
uterine injections of solutions of zinc chloride have been used by Prof. 
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Delbet at the Neckar Hospital in Paris since 1897, and in this paper are 
described the modifications which he has introduced since that date, and 
the method he at present employs. Two strengths of the solution of zinc 
chloride are now employed, namely, one of 30 per cent. for cases of 
glandular and parenchymatous metritis, and one of 40 per cent. for cases 
of hemorrhagic metritis. The solution is injected into the uterine cavity 
by means of Braun’s syringe with a fine cannula which carries near its 
extremity lateral orifices of very sinall diameter. ‘The fluid is thus unable 
to accumulate under pressure within the uterus. As the injections are 
painful the uterine mucosa is first anzesthetised by the application of a 
5 per cent. solution of cocaine or novocaine. The dose usually employed 
is 1 to 2c.c. and never exceeds 3c¢.c. The number of injections varies 
from 1 to 10, and averages 3 or 4. They are given at intervals of a few 
days, when the small slough formed has been discharged. 

The injections do not prevent subsequent pregnancy, as one patient 
has already passed through a normal pregnancy and two more are still 
pregnant. 

As regards results, in 27 cases of hemorrhagic metritis 14 were com- 
pletely cured and 12 were greatly improved, a slight leucorrhcea only 
remaining in the majority of cases. In one case only no benefit resulted : 
this was a case of salpingitis which necessitated hysterectomy six months 
later. Of 30 cases of glandular and parenchymatous metritis 13 were 
completely cured and 14 were relieved. In three cases which showed no 
benefit salpingitis was present and hysterectomy had to be performed. 

The advantages of injections of zinc chloride over curettage are said to 
be: greater efficiency; less operative interference and subsequent atten- 


tion ; or non-aggravation, or even amelioration of co-existing lesions of the 
uterine adnexa. F.E.T. 


An Accessory Uterus Distended with Menstrual Fluid, enucleated 
from the substance of the Broad Ligament. 


J. OLIVER (Lancet, June 15 1912) describes a case under his care of this 
decidedly rare abnormality. The patient, aged 34, had had two children ; 
menstruation commenced at 19, and on the sth or 6th day of the period 
she had had an attack of pain lasting for half an hour and referred to the 
right iliac region. During the amenorrhcea of yestation and lactation she 
was free from these attacks. 

Examination elicited the presence of a tumour in the right half of the 
pelvis distinct from the uterus which was taken to be the right ovary fixed 
by adhesions, and operation was advised. On opening the abdominal 
cavity the uterus and both appendages were found to be normal, but 
situated in the right broad ligament midway between the uterus and pelvic 
wall was a rounded tumour the size of a small orange which shelled out 
with little difficulty. 

The tumour on examination was found to contain about an ounce of 
chocolate-coloured fluid, the wall was about five-eighths of an inch thick 
and contained a distinct lining membrane. 

Sections of the walls (illustrations of which are given) showed that they 
were composed of unstriped muscle tissue with a small amount of con- 
nective tissue and large numbers of blood vessels. The lining membrane 
was composed of cubical epithelium, in some places undoubtedly ciliated, 
and here and there tubular glands were detected. J.M.W. 
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Vaginal Partial Amputation of the Uterus. 

Rieck (Zentralblatt fiir Gyndkologie, Nr. 3, 1912) describes an operation 
suitable for those cases of excessive bleeding where it is necessary to carry 
out some operative measure but where it is desired to retain the menstrual 
flow. It is also suited for sterilisation of the patient, e.g., in pulmonary 
tuberculosis. 

The uterus is pulled down with volsella and a longitudinal incision is 
made along the anterior vaginal wall. The bladder is displaced upwards 
and the peritoneum of the anterior cul-de-sac is divided as close to the 
uterine reflection as possible. The uterus is forcibly anterverted through 
the opening thus made and stitches are inserted, including the tubes and 
ovarian vessels, and passing through the muscular wall of the uterus to 
anchor this organ. Several sutures are inserted uniting the peritoneum of 
the opening to the uterine wall. An oblique incision is now made in the 
uterus passing from the posterior wall below the fundus downwards and 
forwards towards the isthmus and the detached upper part of the uterus 
is removed. ‘Three sutures are now inserted, passing through the vaginal 
wall on one side, through the raw uterine surface and then through the 
vaginal wall on the other side. By these the exposed uterine wall is 
covered up and the vaginal edges are approximated. yoy. 


Adenomyoma in a Laparotomy, with remarks on the Origin of the 
Tumour. 

Kiaces (Zeitschr. {. Geb. u. Gyn., Bd. 1xx, Hft. 3) records an interesting 
case in which a woman, who had had a ventrofixation performed, developed 
a small tumour in the lower angle of the cicatrix. Owing to the pain that 
this gave rise to on exertion of any kind, it had to be removed. At the 
operation it was found to be attached by a pedicle to the peritoneum of the 
anterior uterine wall. Microscopic examination shewed it to consist of 
fibrous and muscular tissue like a fibromyoma, with areas containing 
glands lined by columnar epithelium. It was therefore an adenomyoma. 

Klages discusses the various theories as to the origin of the gland 
tissue. In this case the situation of the tumour put out of account the 
possibility of its arising from Miillerian or Wolffian relics. The author 
does not think it could have any connection with the glands of the uterine 
mucosa, and therefore he claims that it goes to prove the correctness of 
Opitz’s view, that these glandular elements are really derived from the 
epithelium of the peritoneum, the flat cells being changed into the 
columnar variety. R.W.]J. 


Accessory Ovary (Ovarium Disjunctum). 

FRANKL (Zeitschr. f. Gynik., No. 19, 1912) reports an important obser- 
vation in regard to the explanation of menstruation after removal of both 
(anatomical) ovaries, and of failure in the cure of osteomalacia after double 
odphorectomy. The fact that the germ epithelium on the genital ridge 
may be divided into two parts by stretching or other causes, has been well 
established. Then, besides the normal or anatomical ovary, an ovarium 
disjunctum (a better name than ‘accessory ovary ”’) develops. Frankl 
operated recently on a woman aged 31, subject to menorrhagia. He 
enucleated from the wall of the uterus near the left cornu a myoma of the 
size of a child’s head. Then a broad ligament cyst as big as an apple was 
shelled out of the left mesosalpinx. A tough reddish-grey body as big 
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as a small pea projected from the free border of the right ovarian ligament, 
it was separated by a space of a few millimetres from the inner limit of the 
anatomical ovary. At first sight it simulated a myoma, such as has been 
detected in the ovarian ligament. But on microscopic evidence, as 
demonstrated by Frankl at a meeting of the Obstetrical Society of Vienna, 
the grey body was found to consist of ovarian tissue. Typical Waldeyer’s 
epithelium was found at certain points on the surface, which was, however, 
for the greater part bare of epithelial investment. The stroma contained 
primary follicles and a row of small cysts lined with epithelium. A.D. 


Question of an Internal Secretion from the Human Ovary. 

J. OLIVER (Journ. of Physiol., vol. 44, No. 4, June 1912, p. 355) gives the 
results of the clinical experience of twenty-five years. He has not found 
that the maintenance of a normal condition of the mammary glands 
depends on the presence of the ovaries; nor has he traced any connection 
between the presence or absence of the ovaries and the presence or absence 
of hair on the face or other male sex characters. The ovaries from parous 
women with male sex characters have appeared quite healthy, while 
conversely, cases with functionally useless ovaries (so far as can be inferred 
from their sterility and absence of menstruation) have displayed no male 
sex characters. He has had no special success in feeding cases of 
unaccountable amenorrhcea, dysmenorrhcea, and climacteric’ heats and 
flushes for prolonged periods with ovarian substance. He has observed 
cases where the ovaries were undoubtedly completely removed by excising 
with them a wedge-shaped piece of broad ligament—without causing 
immediately the cessation of the menstrual flow. H.L.M. 


Internal Secretion from the Ovary and the Placenta. 

SCHICKELE (Biochem. Zeitsch., T. 38, Jan. 24 1912, pp. 169—190) has 
three related papers in the above number. He finds that the expressed 
juice of the ovaries, tubes and uterus partially or completely inhibits the 
coagulation of certain bloods. Other organs (thyroid, thymus and adrenal 
capsules) also yield an anti-coagulant extract but much less active in 
character. The uterine mucosa is much more active than the musculature. 
The ovaries show no difference between expressed extracts of the whole 
organ and of the corpora lutea. The follicular liquid is inactive. In 
animals (ox, horse, sheep, dog) the ovary is more active than the uterus 
but this difference is not found in the human species. 

It is only the intracellular juice obtained by expression that gives these 
results; a simple saline extract of the minced organ favours coagulation 
owing to the presence of a thrombokinase or a thrombase. 

The expressed juice is acid and when neutralised or dialysed loses 
almost all activity. The active substance does not appear to have the 
properties of a ferment. 

The blood of subjects, whose sexual organs are markedly anti-coagulant, 
coagulates more quickly than normal blood. The menstrual blood contains 
antithrombase. After the menopause the juice of the ovary and uterus 
ceases to be more strongly anti-coagulant than the thyroid, etc. 

In the expressed juice of the ovary and uterus Schickele has also studied 
a vaso-dilating principle which similarly cannot be elicited unless the cells 
are crushed. This substance is also present in menstrual blood. 

The expressed juice of placenta or an extract in boiling alcohol slightly 
favours coagulation. There is therefore a complete independence between 
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the active principle of the placenta on the one hand and of the ovary and 
uterus on the other. There is no evidence that they pass into the general 
circulation. The placenta contains toxic substances which are not dissolved 
by alcohol and ether; they do not produce anaphylaxis. H.L.M. 


Papilloma and Primary Cancer of the Fallopian Tube. 

SENCERT (Bulletin de la Soc. d’Obstét. et de Gyn. de Paris, etc., April 
1912) recently discussed that subject at a meeting of the Réunion Obstét- 
ricale et Gynécologique de Nancy. He turned attention to the original 
and statistical articles on cancer of the tube in the seventeenth volume of 
this JourNAL, and though he maintained that the disease is rare, he agreed 
with Lecéne that if a careful examination of all old inflamed and obstructed 
tubes removed by operation or detected by pathologists had been made, 
many true neoplasms overlooked or taken for products of chronic inflam- 
mation would have been detected. Sencert reports an original observation 
where the patient was relatively young and where the uterus was taken 
away with the diseased tube. The tumour was of questionable malignancy. 
The patient was a married woman aged 38, she had borne two children of 
which the youngest was eight years of age. Both pregnancies and labours 
were normal and there was no evidence of gonococcal infection. The 
patient was admitted into hospital complaining of intolerable pelvic and 
abdominal pains which had recently been continuous. They first troubled 
her about two years previously; then for about a year they were intermit- 
tent, coming on every two or three months and lasting for from eight days 
to a fortnight. They were acute and colicky, radiating from the hypogas- 
trium to the loins. The catamenia were hardly modified though the 
‘“ show ” became a little more free. On the other hand the attacks were 
associated with ‘‘ leucorrhceal ”’ discharge, ultimately very free. When the 
pains became almost constant, Sencert noted that the ‘‘ leucorrhoea ”? was 
really an abundant watery discharge sometimes bearing streaks of blood. 
A mass was definable in Douglas’s pouch and the right fornix; it was as 
big as an orange and closely adherent to the uterus which was pushed 
downwards. The parts were removed (October 19 1911; reported April 17 
1912). The uterus was normal, the left tube and ovary healthy, and the 
right tube converted into a tumour bound by old and firm adhesions to 
adjacent parts. Panhysterectomy with removal of the left appendages was 
performed, Sencert then experienced great difficulty in separating the 
right tube from the pelvic peritoneum and viscera. As much serous 
membrane was dissected away the operator, after draining the vagina, 
closed what remained, uniting by suture the vesical, rectal and sigmoid 
peritoneum. The serous membrane was then touched up with camphorated 
oil and the abdominal wound closed in one layer, witli silver suture. 

The uterus was small, its muscular tissue somewhat atrophied, its 
mucosa active so that the uterine cavity contained mucus which was 
slightly streaked with blood, especially near the right cornu. The left 
appendages showed no sign of disease, inflammatory or neoplastic. The 
right Fallopian tube showed the most characteristic signs of papilloma. 
It was greatly dilated, measuring 3} inches long by 2} broad, and bore in 
its interior a bulky cauliflower mass bathed in a viscid, slightly sanious 
fluid. Under the microscope great masses of epithelial cells were detected, 
disposed regularly on a conjunctive-tissue axis, which bore vessels. The 
very narrow spaces between the papillary growths were packed with shed 
epithelial cells but no invasion of the connective tissue by the cells could 
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be discovered. Thus the new growth was a typical papilloma. [Compare 
Doléris’ case of papilloma of the Fallopian tube where free discharges of 
watery fluid occurred and where the disease did not recur after operation. 
An after-history of Sencert’s case, where recovery, we must add, followed 
the removal of the tube, is we trust forthcoming, as one instance, at least, 
of papilloma apparently innocent, proved malignant.—Rep.] A.D. 


Lymphangioma of Fallopian Tube. 

ADAM P. LEIGHTON (Amer. Journ, Obstet., April 1912) makes note of a 
case where this new growth was detected, and as in all previous instances, 
it was associated with fibromyoma of the uterus. Leighton observed and 
reported it to the Schauta klinik, Vienna. The patient was 38 years of 
age and very anzemic owing to haemorrhages. A large fibroid uterus was 
removed, the myoma occupied its wall on the left side and showed no 
evidence of any type of degeneration. A small cyst of the size of a walnut 
was present in the left ovary. A swelling hardly so large as a pea, hard 
and resistant, lay in the wall of the left Fallopian tube. It showed through 
the serous coat but was separated by part of the muscular wall from the 
peritoneum. On microscopical examination it proved to be a true lymph- 
angioma. Leighton’s is the fifth case on record. In Holmes’ the tumour 
was of the size of a cherry, there were multiple fibroids. In Dienst’s it was 
as big as a pea, the uterus was myomatous. Kermauner’s tumour was 
associated with a big fibroid uterus. It resembled a bean. Franz 
exainined a lymphangioma of the Fallopian tube as big as a cherry. In 
this instance, it must be remembered, there was an adenocarcinoma of the 
uterus as well as a fibromyoma. Leighton refers to cases of lymphadenoma 
of the broad ligament reported by Todyo of Japan. He examined three 
fibroid uteri and noted definite changes in the adjacent lymphatics. 
Small ovoid bodies were detected under the peritoneum near the 
ovaries and they were associated with dilated lymphatics. Some 
assumed the form of sacs the size of eggs symmetrically placed near the 
right and left ovarian vessels. Undilated segments of lymphatic vessels 
ran between the sacs, giving the appearance of a string of pearls running 
up to the hilum of the kidney where it disappeared in retroperitoneal fat. 
Dilated lymphatics have often been observed in association with uterine 
fibromyoma. [Kystes lacuneux or hygroies sous-séreux of Verneuil, Rep.]. 
These lymphangiomata appear to represent not only dilatation of lympha- 
tics from manifest mechanical agencies, but also metabolic and biochemical 
changes or autointoxications which influence the lymphatics, as they have 
long been known to influence the blood vessels and sometimes the heart in 
patients subject to uterine fibroids. A.D. 


A Case of Fibro-myoma of the Fallopian Tube. 

Auvray (Bulletin de la Société d’Obtstétrique et de Gyn. de Paris, etc., 
No. 1, Jan. 1912) describes a case of fibromyoma of the Fallopian tube 
occurring in a nullipara aged 45. The patient had always had good health 
and applied for relief chiefly on account of increasing abdominal distension. 
The catamenia were quite regular and not excessive and no uterine dis- 
charge of any kind was present. Pain had been absent until shortly before 
her operation, when she had two very acute attacks necessitating rest in 
bed. 

Abdominal examination showed the presence of a median tumour, oval 
in shape with the long axis directed transversely; extremely mobile, 
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smooth and fluctuating, and not tender. It was clearly not connected 
with the liver or spleen, and a bimanual examination showed that the 
uterus was large and retroflexed but unconnected with the abdominal 
neoplasm. An ovarian cyst or tumour in relation with the great omentum 
was diagnosed. 

At operation it was found that the tumour was connected by a narrow 
pedicle with the left Fallopian tube at a distance of 14 cm. from the corres- 
ponding uterine cornu. The left Fallopian tube was the seat of a hydro- 
salpinx. The right appendages also exhibited evidence of inflammation, 
and subtotal hysterectomy was performed. 

The tumour weighed 2,800 grammes, and was found to consist of a 
cystic degenerated fibromyoma. The fluid contents were of mahogany 
colour and gave the following analysis :—Reaction, neutral; density, 1'020; 
total solids, 10; soluble solids, 9'40; insoluble solids, ‘90; water, 942; 
chlorides (in NaCl), 680; phosphates (in P,O,;), ‘57; Urea, nil; albumen, 
48°60; pseudo-mucin, nil; cholesterin, present ; albumoses and peptones, nil. 

The tumour on section showed several smaller cystic cavities lined by 
endothelium and evidently lymphatic in origin. The centre of the neo- 
plasm was extremely necrotic. The pedicle contained a narrow canal lined 
by cylindrical epithelium, apparently a diverticulum of the Fallopian tube. 
This terminated on the surface of the tumour in three or four small cavities 
lined by similar epithelium. 

Commenting upon the case, Auvray remarks that solid benign tumours 
of the Fallopian tube may be divided into three classes :— 

(a) Pure fibromata. Very rare, and only one case known to the author. 

(b) Adenomyomata. Slightly more frequent. 

(c) Fibromyomata. Rare, but the most common of the Fallopian 

tube neoplasms. 

Auvray has been able to collect 29 cases of the latter, and is careful 
to distinguish true fibromyomata from the small concentric nodosities 
frequently to be observed in inflammatory lesions of the tubes. The author 
also notes the frequent occurrence of ectopic gestation in patients who are 
the subject of fibromyoma or adenomyoma of the tube. In conclusion he 
remarks that the diagnosis of tubal fibromyoma is generally impossible, and 
in all the published cases the tumour was only discovered at autopsy or 
operation. H.B.W. 


The Etiology of Pyosalpinx with special reference to the Histo- 
logical Findings. 

HEYNEMANN (Zeitschr. f. Geb. u. Gyn., Bd. 1xx, Hft. 3) has investigated 
about fifty cases of pyosalpinx in Veit’s clinic, with a view to determine 
whether in the absence of bacteriological proof, the histological appearances 
can be regarded as a sure indication of the nature of the original infection. 

Schridde and Amersbach believe that this is so. They state that the 
appearance of plasma cells in great numbers and especially in clumps or 
clusters is typical of gonorrhoea, while in streptococcal cases the plasma 
cells are relatively few and not arranged in any special way. Further ,in 
gonorrhoea plasma cells are found in the pus in the tube lumen, in the 
connective tissue of the mucosa, in the tube wall around the blood vessels 
and between the muscle bundles. Lymphecytes are also numerous, but 
leucocytes only in recent cases. Lastly there is a broadening out and 
thickening of the mucous plicae, with, later, agglutination, so that sections 
of the tube have an adenomatous appearance. 
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In streptococcal cases, on the other hand, the pus contains only leuco- 
cytes, and in the tube wall plasma cells and lymphocytes are scarce. More- 
over the folds of mucous membrane do not become so thickened, but retain 
their slender appearance. 

These conclusions of Schridde’s have been assailed by Miller, Menge, 
and Ploeger. Menge maintains that the difference in appearance between 
gonorrhceal and streptococcal cases depends on the fact that gonorrhceal 
cases are generally old and chronic, while streptococcal cases are usually 
of more recent origin. 

Heynemann, however, finds that on the whole his conclusions coincide 
with those of Schridde. He 1ecords one interesting case in which the 
bacteriological examination showed streptococci, but the histological 
examination proved the case to be really tuberculous, the other infection 
being merely secondary. He does not regard the appearance of numerous 
plasma cells as by itself of diagnostic importance, but he finds that 
gonorrhceal cases always present the composite features described by 
Schridde. The same, mutatis mutandis, applies to streptococcal cases 
whether old-standing or recent. 

Heynemann finds that gonorrhoea is the commonest cause of pyosalpinx, 
accounting for more than two-thirds of all cases, while puerperal septic 
processes come second, accounting for a quarter of the cases, and the 
remaining tenth are due to tubercle, appendicitis, and other causes. 

R.W.J. 


Obturator Hernia: Fallopian Tube in Sac. 

TérscumMip (Nowy Lekarsky, Part 7, 1911, Zentralbl. f. Gyn., No. 19 
1912) reports an instance of obturator hernia where the sac (right side) was 
of the size of a hazel nut. It had pushed apart the obturator vessels and 
nerve, the artery and vein lying on its outer side, the nerve running 
behind it. The sac contained a U-shaped cylindrical structure which was 
found to be the middle portion of the right Fallopian tube, about an inch 
and a half in length. The abdominal end and the right ovary had not 
entered the sac, but lay in the pelvic cavity. The tube was obstructed at 
the ostium. A.D. 


Uterine and Tubal Pregnancy Co-existent: Abortion: Subsequent 
Rupture of Sac. 

PotieR and Bazy (Bulletin de la Soc. Anatom. de Paris, March 1912) 
relate an instance of simultaneous uterine and tubal pregnancy. A woman 
aged 37 consulted Dr. Potier early in December 1911. She had borne a 
child when twenty-six years old, and had ever since been perfectly regular 
until November 9th, the periods had not re-appeared and she suspected 
that she was pregnant. She was subject to leucorrhoea and to swellings of 
the lymphatic glands of the neck and elsewhere, and being a lady in easy 
circumstances she had repeatedly stayed at Biarritz and Rheinfelden for a 
‘‘cure.”” The glands had never suppurated. A free sanious discharge was 
observed on December 19th, a few days later abdominal pains set in. On 
December 29th Potier found enlargement of the uterus, but the fornices 
appeared to be free. Symptoms of threatened abortion set in, and on 
January 11th 1912, a foetus about an inch and a half long came away. 
The pains continued, but the patient objected to a thorough examination 
until January 29th. Then Bazy examined her and detected enlargement of 
both Fallopian tubes, especially the left. Acute inflammation of the 
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appendages was suspected, but repeated attacks of pain occurred and it 
was found that the temperature did not rise. On February 23 intense 
hypogastric pain followed on the patient’s rising from bed to go to stool. 
There was collapse and vomiting. The left tube had greatly increased in 
size. On February 29th Bazy operated. As might be expected, much 
blood was found in the peritoneal cavity, and active haemorrhage was going 
on. A foetal sac had burst, the lower part of the foetus protruded from it. 
This sac had developed in the left Fallopian tube. The right tube was 
obstructed. The uterus was amputated above the cervix with the appen- 
dages, and the vermiform appendix, adherent to the pelvic organs removed, 
was excised. The patient recovered. The foetus had reached the middle 
of the third month, according to its development. A.D. 


The Evolution of Obstetric Medicine. 


Str Joun Byers (British Medical Journal, June 15, 1912) in this paper 
gives details of four old books on obstetrics, as he says, apart from their own 
individual interest, they throw light on the early history of obstetrics and 
its gradual development into a science and an art. 


The books are :— 


. The Byrth of Mankynde. 

. The Compleat Midwife, etc. 

. “Art of Midwifery.” 

. Burton’s letters to Smellie. J.M.W. 


Pituitrin in Obstetric Practice. 


Otto FiscHer (Zentralblatt fiir Gynikologie, Nr. 1, 1912) gives a 
valuable account of his experience with pituitrin in 50 cases. In several 
cases he used it with advantage before full time. In inevitable abortion 
to control the hemorrhage and hasten the emptying of the uterus it was 
useful. So in the induction of premature labour. In one case of placenta 
preevia it was used with advantage where a metreurynter was also em- 
ployed. 

Pituitrin was used 30 times during labour for primary and secondary 
weakness of the pains. At first ‘5 ccm. were employed, but later 1 to 
1'5 ccm. were always used. The time which elapsed between the injection 
and the onset of the pains varied from 1 to 20 minutes, average 6 minutes. 
The duration of its action was 2 to 4 hours. The injections were usually 
repeated. The largest dose given was 5 ccm. in the course of 7 hours. The 
action was the more marked the further labour had progressed at the time 
of the first injection. 

The drug was also used as a preventive or actual therapeutic measure for 
post-partum bleeding. In three cases, in which there had been such 
bleeding in previous labours, it was given before and after the birth of 
the child with advantage. Its use was specially evident in a x-para who 
had had post-partum hzemorrhage on four occasions. The administration 
of one dose of ‘5ccm., and three doses of 1-ccm. of pituitrin, the last 
immediately after the birth of the child, gave a very good result. 

Lastly the author found the drug of use in 2 cases of ischuria in child- 
bed. An injection was shortly followed by copious inicturition. ps A 
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——_ Antibodies in Pregnancy: Epiphanin Reactions in 
regnancy. 

MOsBACHER (Deutsch. med. Woch., No. 22, June 1911, p. 1021) recapitu- 
lates his earlier work done in conjunction with Engelhorn (Arch. {. Gyn., 
1911), wherein the antibodies resulting from the injection of rabbits and 
guinea-pigs with human placenta were studied by means of complement 
fixation tests and the Epiphanin reaction. It appeared from these experi- 
ments that the antibodies produced were of two kinds (1) Syncitio-lytic, 
capable of destroying the albumen of syncitial cells. Eclampsia is to be 
included in this group as a phenomenon of hypersensibility. (2) Antitozic, 
capable of rendering the cytolytic products innocuous. 

He found that syncitial cell albumen and foetal serum contain a similar 
antigen, and was able to induce fatal anaphylaxis in a guinea-pig by 
injecting placental filtrate after sensitising with foetal serum. He con- 
siders that the distinction drawn by Thies (Zent. f. Gyn., 1910, No. 23) is 
unnecessary. He recalls also that Schmorl has demonstrated the presence 
of albumen in the form of syncitial cells in the blood of women in labour. 

In his later work M. enlarges and connects these results, using only 
homologous materials. Placentae were removed from pregnant guinea-pigs 
with sterile precautions, weighed, minced, pounded to a pulp, passed 
through a sieve, mixed with normal saline (3 to 2) and filtered. The clear 
filtrate was used for injection. Blood from the feetuses was obtained by 
cutting off the head or bleeding through the navel. The wounds were 
stitched up and the animals were well after 5-6 hours. 


First series of experiments. Non-pregnant animals were sensitised with 
an intraperitoneal injection (0°25 c.c.) of homologous placental filtrate, and 
after a suitable interval were re-injected intravenously with 2 c.c. of filtrate. 
All died of anaphylaxis within 30 minutes—cramps, stupor, fall of fempera- 
ture; P.M. showed emphysema of lungs. This demonstration of active 
anaphylaxis confirms Hofbauer’s work. 


Second series of experiments. One injection of filtrate was given to 
three sets of animals (a) guinea-pigs operated on as above, 25 c.c.; preg- 
nant, 4¢.c., and normal, 4c.c. The normal animals showed slight upset 
with two degrees of fall of temperature for ten minutes. In the operated 
animals the temperature fell 4-5 degrees and death followed in 20-60 
minutes with typical symptoms of anaphylaxis. In the pregnant animals 
the results varied with the stage. Late in pregnancy there was a moderate 
reaction with 2-3 degrees of fall of temperature and stupor lasting at most 
an hour, recovery following. A few of these died after 2-3 days, especially 
those with many foetuses. In early pregnancy an acute anaphylaxis with 
fatal result in 2-3 minutes invariably occurred; one case so dying and 
originally taken as a control was proved by the microscope to be a very 
eatly pregnancy. It appears from these experiments that at the end of 
pregnancy the production of neutralising antibodies reaches a physiological 
optimum; where as at the beginning this antibody formation is at a low 
level. 

Confirmation of the presence of neutralising antibodies was given by 
incubating for five hours at 37 degrees C. 

(a) One-half of a placental filtrate+1} c.c. of serum from an animal 
operated on as above. 

(b) The other half of the same+1} c.c. of serum from a normal animal. 

After filtering, pregnant guinea-pigs received 3 c.c. of each. In (b) 
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there appeared marked anaphylaxis while (a) was absolutely negative, i.e., 
a neutralisation of the syncitial toxin had occurred. 

Third series of experiments. By means of the Epiphanin reaction, the 
behaviour of the syncitial albumen in different stages of pregnancy was 
tested with regard to any interaction occurring with the serum of the 
animal itself and with others of the same species. (Details of the Epi- 
phanin reaction can be obtained in Cent. f. Bakt., Abt. 1, Refer. Bd. 42, 
Beiheft 1908, p. 143 (Weichardt), and in Zeitsch. f. Immunit. Origin. 1911, 
749 (Stétter).) 

Regarding the reaction as a toxin-antitoxin reaction, it appeared that 
in the later stages of pregnancy, the antibody production (antitoxin) 
greatly outweighs the antibody production (syncitio-lysin). These Epi- 
phanin reactions gave clear differences between pregnant and non-pregnant 
animals. They were also obtained in human beings with human placenta 
and serum and thereby afford a means of diagnosing pregnancy in vitro. 


H.L.M. 


Sensitisation of the Mother by the Feetus during Intrauterine Life. 

Escu (Cent. f. Bakt. Origin., Abt. 1, Bd. 64, 1912, p. 13), as the result 
of two sets of experiments decides that there is no evidence in favour of 
this inter-relation. Negative results were obtained in a series of intra- 
cutaneous injections of foetal serum in gravid women (i.e., a test corres- 
ponding to the v. Pirquet tuberculin test). 

He points out that the intra-cardial injection of }c.c. of the urine of 
an anaphylactic person (i.e., with serum sickness) will always produce 
anaphylactic symptoms within fifteen minutes in research animals; yet in 
this respect the urine of normal pregnancy and during labour is no more 
toxic than normal non-pregnant urine. He deduces from this that there 
is no evidence that labour is an anaphylactic phenomenon in which the 
foetus has sensitised the mother. H.L.M. 


The Serum Treatment of Pernicious Vomiting of Pregnancy. 
Firux and DantIn (Bulletin de la Soc. d’Obstét. et de Gynécol. de Paris, 
etc., No. 1, Jan. 1912) record their experience in the treatment of pernicious 
vomiting during pregnancy by the subcutaneous injection of serum from 
a healthy pregnant woman. They have made use of the method on two 
occasions, with varying results. The condition of the first patient was 
exceedingly grave before the treatment was instituted. Before the induc- 
tion of abortion it was decided to inject 12 cc. of serum from a patient 
about eight and a half months’ pregnant. No change whatsoever was 
noted, and evacuation of the uterus was necessary to save the patient. 
However, shortly after the publication of Le Lorier’s successful case, a 
second opportunity presented itself, and it was agreed to employ serum 
from a pregnancy of only two or three months’ duration, when logically 
the serum should be most active. The authors give a very careful and 
detailed account of their second case. It concerned a 2-para, cet. 26. The 
previous pregnancies had been normal in all respects. Vomiting com- 
menced during the second month of the third pregnancy, and from the 
commencement was uncontrolled by all the ordinary methods. Wasting 
was progressive and the pulse and temperature measured 139 and 37°7c. 
respectively. Analysis of the urine showed progressive diminution in 
amount, urea, phosphates and chlorides, with a large quantity of B oxy- 
butyric acid and urobilin. The patient was extremely feeble when a 
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hypodermic injection of 250 cc. of artificial serum was administered. No 
improvement was noted, and accordingly 4 cc. of serum from a woman 
about two and a half months’ pregnant was injected. The following day 
the pulse-rate fell to 116 and the temperature to 36 C. Vomiting was less 
severe and the patient was able to retain fluids. A second hypodermic 
injection of 10 cc. serum obtained from a woman who had recently aborted 
a two and a half months’ ovum was given, and from this time a rapid 
recovery was made. Vomiting ceased, the urine increased in quantity and 
the pulse-rate fell to 76. She left the hospital in excellent health and 
with the pregnancy continuing to term. 

In the authors’ opinion, the important points in the case are (1) that no 
other therapeutic agent was employed during or after the administration 
of the serum. (2) From the time that the serum had been given, the 
patient had such food as she desired. H.B.W. 


Epilepsy and Pregnancy. 

G. BROWN MILLER (American Journal of Obstetrics, Feb. 1912) prefaces 
his remarks by drawing attention to the relation which manifestly exists 
between certain cases of eclampsia and epilepsy. He considers the 
influence of pregnancy upon epilepsy and the influence of epilepsy on 
pregnancy ; the relationship of epilepsy and eclampsia and the difficulties 
of making a diagnosis between these two conditions. The relation of the 
status epilepticus to eclampsia is in his opinion of considerable importance. 
The writer details very fully a case in which the patient, a woman of 30 
years of age, was the subject of epileptic attacks which, during her second 
pregnancy, became very much worse and terminated fatally, and discusses 
at some length the probability of the final convulsions being due to 
eclampsia or to the status epilepticus. His diagnosis of the case had been 
that of puerperal eclampsia occurring in an epileptic, but the subsequent 
course of the attack and comparison with similar cases recorded in the 
Journals forced him to doubt the correctness of his diagnosis. 

In regard to the influence of pregnancy upon epilepsy the writer states 
that most authors do not consider that pregnancy figures in the etiology 
of epilepsy, the chief reason for this conclusion being that males are more 
the subject of the disease than females. The writer quotes Nerlinger’s 
statistics of ninety-two women who were the subjects of epilepsy and who 
were observed in 157 pregnancies. In 44 pregnancies the attacks were 
entirely absent, in 12 less frequent, in 23 the relative frequency and 
violence are not given; in one absent in the early and more frequent in 
the latter months of pregnancy; in another just the opposite; in 18 they 
remained unchanged; and in 57 the attacks were more frequent or more 
violent, or both. That is to say in 47 per cent. of cases pregnancy exercised 
either no influence on the attacks or an unfavourable one, while in 36 per 
cent. of them the attacks were made worse. Details are also given of 
three other cases in which pregnancy accompanied by epileptic seizures 
terminated fatally in the status epilepticus. 

In considering the second question, the influence of epilepsy on 
pregnancy, the author quotes several authorities who deem it advisable to 
terminate the pregnancy when the epileptic attacks become more frequent 
or more violent. 

With regard to the third question, the relationship between epilepsy 
and eclampsia, which is, in the author’s opinion, the most interesting 
phase of the subject, he considers the following conclusions warranted : 
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‘In cases of pregnancy in epileptic women, one should watch with extreme 
care for indications of toxcemia or the premonitory signs of eclampsia, and 
should put an end to pregnancy on the appearance of symptoms of much 
less gravity than would indicate this procedure in women who are not 
the subjects of disease.” S.J.A. 


Pregnancy and Epilepsy. 

AuDEBERT (Ann, de Gyn. et d’Obstét., April 1912) discusses this subject 
especially with regard to the justification of inducing abortion. Tarnier 
stated that pregnancy improved epilepsy in half the cases; in one-fourth 
it had no effect, and in the remaining fourth the fits became more severe 
and more frequent. 

In one case, recorded by Charpentier, death from mania occurred. 

Audebert records in great detail a case of his own. The patient was in 
the fourth month of her third pregnancy and was admitted because of the 
increasing severity of her epileptic seizures. Her first pregnancy had ended 
in spontaneous abortion after a severe convulsion, the second had been 
artificially terminated by Radzeski of Odessa. 

Audebert kept her under observation for some time but the fits became 
so frequent and severe and mental symptoms began to make their appear- 
ance. Under these circumstances he induced abortion under an anesthetic. 
The evacuation of the uterus was followed by rapid improvement in the 
patient’s condition. C.W. 


Pyelo-nephritis of Pregnancy. 

H. Russen, ANDREWS (British Medical Journal, May 18th 1912) in an 
address delivered before the Stratford division of the British Medical 
Association opens with the statement that this condition has only been 
comparatively recently recognised, and that even some text books pub- 
lished within the last seven years contain no reference to it, and he says 
that although it does not often cause danger to life yet it may cause so 
much pain and impairment of health that its early recognition and treat- 
ment are important. He gives :— 

(1) The symptoms and physical signs 

(2) The etiology 

(3) The diagnosis 

(4) The treatment 
with the records of nineteen cases treated in the London Hospital, and 
concludes his paper with a reference to the disease occurring in the 
puerperium and its difficulty in diagnosis, illustrating the latter point by 
a case in which the correct diagnosis was not made for many weeks. 

J.M.W. 


Conservative Transperitoneal Cervical Cesarean Section. 
HEInRICcIUS, Helsingfors, relates (Arch. Mens. d’Obstét. et de Gynécol., 
May 1912) his experience of this operation with details of fifteen cases. 
His incisions in the abdominal and uterine walls are both vertical; the 
edges of the peritoneum are stripped back a short distance: the incision 
runs about 10cm. from the edge of the bladder which is pushed down if 
necessary, and reaches to 5cm. from the orifice of the uterus: bleeding 
points in the uterine wall are tied if required. The uterus is not 
“ exteriorized ’?: the uterine wound is secured with 10-14 catgut sutures 
and covered in with a sero-serous layer. In the summary of his cases 
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Heinricius remarks that his incision is usually made in the lower uterine 


segment rather than in the cervix, especially in operations performed early 
before rupture of the membranes. E.H.L.O. 


The Relation of Vaginal Hysterotomy to the Problem of Rapid 
Vaginal Delivery. 

AuGustus Hussey (Amer. Journ. of Obstet., March 1912) points out 
that the tendency of obstetric treatment has always been conservative, a 
fact partly due to the often unfortunate results which followed the inter- 
ference of the early operators. Owing to the general improvement in 
surgical procedure, however, a feeling of dissatisfaction was arising in 
regard to the older methods of handling the complications of pregnancy 
and among these obstetric problems now being submitted to the test of 
surgery was that of rapid delivery by the vaginal route before the end of 
the first stage of labour, such emergency arising in cases of pernicious 
vomiting, toxszemia of pregnancy, eclampsia, ante-partum hemorrhage and 
threatened heart failure in cardiac decomposition. Taking eclampsia as 
the complication calling most frequently for rapid delivery the writer 
discusses the merits of the two plans, one of which he terms the ‘ Obstet- 
rical Plan,’ the other the ‘ Surgical Plan.’ 

In the obstetrical plan the physician endeavours as far as possible to 
follow the processes of nature and applies this principle by three methods— 
manual, instrumental and bag dilatation, and the essayist describes in 
detail these three forms of procedure, and points out that none of them can 
be satisfactorily employed should necessity arise during the middle months 
of pregnancy, arguing that nature only applies this principle of dilatation 
after preparing the cervix by prolonged pressure of the presenting parts. 

The surgical plan js, the writer points out, diametrically opposed to the 
obstetrical plan, and he describes in full Diihrssen’s operation, and claims 
that the operation is easy for a man accustomed to vaginal surgery and 
states that during the past three years he has performed this operation 
on nine cases all of which demanded prompt delivery and all presenting 
conditions of the cervix contra-indicating dilatation. Six of these were 
cases of eclampsia, two were ante-partum hemorrhages, and one was 
pernicious vomiting of pregnancy, the periods of gestation ranging from 
five to eight months, Five of the cases were multiparze and presented no 
operative difficulties, four were primiparz. All the cases with the excep- 
tion of that of pernicious vomiting recovered by primary union and without 
pelvic complications. The case of pernicious vomiting was hopeless from 
the first and the patient succumbed within 48 hours. 

The writer portrays at length the history of two cases, one treated by 
the obstetrical, the other by the surgical plan, and compares the latter 
method favourably with that of the former; he also quotes at length a, case 
in which operative interference was contra-indicated, and sums up his 
views as follows :— : 

When emergencies arise in the practice of obstetrics demanding the 
termination of pregnancy before the end of the first stage of lahour, the 
plan of dealing with the obstructing cervix shonld be chosen to meet the 
indications presented by each case. The obstetrical plan is suited to the 
cases already in labour, where the cervix is obliterated, the lower uterine 
segment thin and relaxing, the external os admitting two or more fingers. 
It is irrational and unsafe to attempt to open by force a cervix that is not 
prepared for dilatation. 


4, 


50 Journal of Obstetrics and Gynecology 


The surgical plan by solving the problem of the obstructing cervix, as 
represented by the Diihrssen operation is rational and safe in the class of 
cases to which it is adapted. The operation is a necessary part of the 
equipment of the obstetric surgeon. It is complemental to the operation of 
dilatation, being applicable where that operation fails. It is especially 
useful in eclampsia and toxsemia in the early months of pregnancy. It 
should be the operation of choice in all cases where the cervix does not 
permit of easy dilatation, except in the primaparze at or near term with 
rigid perineum, small vagina and cervix high and not easily exposed, and 
the condition of the soft parts such that delivery will be slow even after 
the cervix is opened. In such a case the difficulties of the operation make 
abdominal Czesarean section a quicker and safer method of delivery. 

It will rarely be indicated in placenta praevia, and then only in the 
early months when the cervix is rigid and the placenta attached to the 
posterior or lateral walls of the uterus. 

In accidental hzemorrhage in the early months it is the ideal method of 
emptying the uterus; in late pregnancy it must compete with abdominal 
Ceesarean section. 

Its chief indication will be found in eclampsia and toxzemia of preg- 
nancy, where it will meet the indication for rapid delivery more frequently 
than any other plan of dealing with the problem of the obstructing cervix. 

S.J.A. 
Ovariotomy at the end of Pregnancy and during Labour with 
previous Czsarean Section. 

COUVELAIRE (Bulletin de la Soc. d’Obstét. et de Gynécol. de Paris, etc., 
No. 1, Jan. 1912) gives details of two cases of pregnancy and labour com- 
plicated by ovarian cyst in each of which he performed ovariotomy and 
terminated labour per vias naturales. From the point of view of technique 
he insists upon the following points :— 

1. It is necessary to completely eviscerate the uterus. Unless this is 
done it is very difficult to reach the true pelvis and liberate the tumour 
from its impacted position in Douglas pouch. 

2. When the cyst is delivered, the uterus must be returned, replacing 
first one cornu and then the other whilst the margins of the wound are 
raised and held widely apart by means of Museux’s forceps. Before 
returning the uterus it should be ascertained that there is no solution of 
continuity in the tubo-ovarian pedicles or peritoneum covering the lower 
uterine segment. 

3. After the ablation of the tumour, the pedicle must be secured very 
firmly, and for this purpose the author employs two silk ligatures of No. 2 
silk, the first crossed according to Lawson-Tait’s method. 

4. Suture of the abdominal wall presents a few difficulties, since hernia 
of the gravid uterus is liable to be produced. On account of the abnormal 
tension to which the cicatrix will be submitted, Couvelaire recommends 
that as soon as dilatation of the cervix is complete labour should be 
terminated by forceps. Furthermore, in suturing the abdominal parietes 
he thinks that it is well to introduce the threads at some distance from the 
margins of the wound and to add reinforcing sutures secured to a compress. 

H.B.W. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNACOLOGY. 
Meeting held on June 6th, 1912. 


The President, Dr. AMAND Routu, in the chair 
The following specimens were shown :— 
Dr. C. E. Pursiow (Birmingham) : (1) Polypoid endometritis and cysts 
in cervix; (2) gravid uterus with multiple fibroids. 
Dr. CLIFFORD WHITE: (1) An epignathus; (2) a case of generalised 
cedema of foetus. 
Dr. J. A. WILLETT read a paper on 
A CASE OF RETENTION OF THE Fa:tus By AN INTERNAL CONTRACTION RING 
TREATED BY CONTINUOUS WEIGHT TRACTION, 
which appeared on p. 342 of the June number of this journal. 
Dr. HERBERT WILLIAMSON read a paper on 
A CASE OF OBSTRUCTED LABOUR DUE TO A UTERINE CONTRACTION RING 
which appeared on p. 339 of the June number of this journal. 


THE PHYSIOLOGICAL INFLUENCE OF OVARIAN SECRETION. 
By Dr. Louise McILRoy. 


The following conclusions were formulated :— 

1. The ovary controls the nutrition of the uterus and other reproductive 
organs, since removal of both ovaries causes atrophy of the muscular and 
glandular elements of the uterus, etc., the degree of atrophy being in 
direct proportion to the length of time which has elapsed since the opera- 
tion. There is also a diminution in the uterine blood-vessels and a 
tendency to atheroma—a condition very closely allied to fibrosis of the 
uterus in the human subject. Menstruation and cestrus do not occur after 
complete removal of both ovaries. In young animals, after oédphorectomy 
the infantile type is maintained. 

2. Removal of the uterus, or retention of the uterine secretion does not 
affect the functional development of the ovaries, seeing that the elements 
of the ovary are well preserved after hysterectomy and ligation of the 
uterine horns. Retained uterine fluid does not counteract the atrophy of 
the uterus, which takes place after the removal of both ovaries. There is 
thinning out of the uterine wall at the point of greatest distension, and 
no compensatory hypertrophy has been observed. 

3. Removal of one ovary causes compensatory hypertrophy of the other 
in the anoestrous state. 

4. That the interstitial cells perform the chief réle in the maintenance 
of the nutrition of the uterus is evidenced by the survival of these cells in 
grafted ovaries, the follicles becoming absorbed or cystic, and by the fact 
that no atrophy of the uterus occurs when these cells are present. 

The interstitial cells become functionally active during pro-cestrium, as 
shown by their being enlarged and their cytoplasm becoming infiltrated 
with a liquid substance (in female dog). That the corpus luteum is the 
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part of the ovary which exerts the most active influence upon the body as 
a whole is shown by the fact that corpus luteum extract, when injected, 
causes rise of the general blood pressure. 

5. From the result of one experiment, it was found that the ovaries do 
not play such an important part in the elimination of calcium as is sup- 
posed, since after castration the calcium output was increased, whereas it 
was diminished as the result of administration of corpus luteum extract. 

6. Removal of the ovaries in rabbits causes an increased deposit of fat 
in the tissues of the body. 


ROYAI, ACADEMY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 


President—A. J. Horne, F.R.C.P.I. 
Sectional Secretary—-G. FitzGrpson, M.D., F.R.C.P.I. 


Friday, May 3 1912. 
The PRESIDENT in the Chair. 


FULL-TERM PREGNANCY OBSTRUCTED BY A LARGE SUB-PERITONEAL MYOMA. 

Dr. H. JELLETY showed a specimen of full-time pregnancy obstructed by 
a large sub-peritoneal myoma, The specimen was interesting from the size 
of the tumour. The patient was sent to the Rotunda with a history of 
having been in labour for four or five days. The contractions had passed 
off, the foetus was dead, and she had a temperature of 103° and pulse of 
140. The abdomen was opened, and a complete hysterectomy performed, 
which the patient stood well. She, however, died in two or three days 
of sepsis. The operation was difficult, as practically the whole mass of the 
tumour was extra-peritoneal. It was unusual to get a myoma of the size 
associated with full-term pregnancy. 


SUPPURATING OVARIAN VEIN REMOVED IN A CASE OF PyAiMIA. 


Dr. H. Jewett also exhibited a specimen of suppurating ovarian vein 
removed in a case of pyzemia. This specimen was of interest as it was 
the first of the kind operated on in Ireland. Two other women had died 
at the Rotunda from sepsis associated with thrombosis of the ovarian vein, 
and, in consequence, it was decided that when another case of the kind 
arose operation would be tried. The patient from whom the specimen was 
obtained came to hospital on the 17th February 1912. Pulse and tempera- 
ture remained normal until the 22nd February, when the temperature rose 
to 101'5°. Douching of the uterus succeeded in reducing the temperature. 
Two days afterwards she got a rigor, and another on the following day, 
and her temperature remained very high for the next two days. On the 
29th February she got a third rigor, and again on the 2nd March. It was 
then decided to operate, as an irregular mass could be felt at one side of 

the uterus. On opening the abdomen a swelling was found in the right 
broad ligament, and extending upwards above the pelvic brim. The 
swelling was found to get smaller as it went upward, and gradually tapered 
into a cord, which suggested that it was a vein. On being cut through a 
clot was found which proved it to be a vein: On reaching the uterus it 
widened out into the supplying venules. The patient made a very satis- 
factory recovery. It was pointed out that the mortality after the removal 
of thrombosis of the ovarian veins associated with pyzemia was only 15 per 
cent., while the mortality in cases which were not operated on was at 
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least 60 per cent. Dr. Jellett maintained that in pyamic conditions 
associated with thrombosis and rigors operation is indicated. 

Dr. HASTINGS TWEEDY congratulated Dr. Jellett on what he believed to 
be the first successful operation of the kind in Ireland. 

Dr. JELLETT, in replying, said that cases may be met with which would 
not be suitable for operation, and that this one was peculiarly suitable. 


CLINICAL REPORT oF THE RoTUNDA Hospital FOR THE YEAR ENDING 
OcTOBER 31ST, IQII. 

Dr. H. JELLETT, in introducing the above Report, said that during the 
past clinical year 2,241 patients were delivered under the care of the 
hospital in its extern department, and 2,608 patients were admitted to the 
maternity: wards. Of the latter number 400 who were not in labour were 
discharged undelivered, and 2,208 were delivered. Thus a total of 4,449 
labours in all were attended by the hospital staff. Five deaths occurred in 
the extern department and twelve in the intern, being a percentage mor- 
tality of o'22 in the former and of 04 in the latter, or a mean percentage 
mortality of 0°38. The most important event of the year has been the 
construction of the new labour wards—a work which, though not finished 
until well on in the present year, was initiated and far advanced during 
the period covered by this Report. The new wards have ample light and 
air, a good hot and cold water supply, with suitable basins and sinks, hot 
and cold sterilised water, impermeable terazzo floor and walls, and the 
means of isolating septic patients. The suite consists of a dressingroom 
with bathroom and lavatories, a large waiting ward, a large labour ward, 
a clerical room, a septic labour ward, and a kitchen. The only change of 
importance which was made during the year in the management of the 
hospital was in relation to the sitting up of patients in bed and of leaving 
during the puerperium. Eight cases of Caesarean section were done during 
the year. The use of vaccines has been considerably extended. They gave 
very favourable results in most cases, but in cases of established pyzemia 
they do not appear to be of use. In streptococcal infections, on the other 
hand, the results may almost be described as positively good. Shortly 
after taking up office he discontinued the prophylactic use of nitrate of 
silver in the treatment of gonorrhceal ophthalmia, and substituted argyrol. 
His reason for doing this was that he doubted, and still doubts, the value 
of so strong a caustic as a prophylactic, and because he had had excellent 
result at Steevens’ Hospital with argyrol. In the present case, however, 
the proportion of cases of gonorrhceal ophthalmia appeared to increase 
after the introduction of argyrol, and so he returned to the nitrate of 
silver. Cases of ophthalmia, however, still continued, and one case 
resulted in permanent injury to one eye. The treatment of eclampsia 
has been continued on the lines introduced by Dr. Tweedy, with the 
exception that he always gives chloroform during the washing out of the 
stomach and during any procedure that causes much stimulation of the 
patient. Some cases of special interest which occurred during the year 
were detailed. During the past year 604 patients were admitted to the 
Gyneecological Department, a number which is the largest since the Gynze- 
cological Wing was built. Five hundred and eleven operations were 
performed, with a total mortality of eight—i.e., 132 per cent. Of the 
eight deaths, seven occurred in patients suffering from malignant disease. 
The tables of prolapse operations show that he has performed Wertheim’s 
interposition operation on eight occasions, both alone and in association 
with his (Dr. Jellett’s) method of shortening the uterosacral ligaments. 
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Finally, he wished to take this opportunity of placing before the repre- 
sentatives of the Dublin School of Midwifery the fate which overhangs the 
School as provided by the Insurance Act of 1911. Every woman whose 
husband is insured, or who is insured herself, and who enters a hospital 
for her confinement, will under the Act directly lose thirty shillings. The 
woman who is insured herself will lose three pounds. Every woman who 
is attended during her confinement by a student or pupil nurse from a 
maternity hospital will lose the same amount. The immediate result will 
be the destruction of maternity hospitals and extern maternities throughout 
the Kingdom. Coincident with this will come an enormous increase in 
the morbidity and mortality of childbed amongst the poor, and also the 
cessation of all organised obstetrical teaching for medical students and 
pupil midwives. Ultimately the entire female population—and not merely 
the poorer classes—will be dependent for assistance during childbirth on 
persons who have never had an opportunity of receiving what we now 
consider proper teaching even in the elements of this branch of their 
profession. 


Dr. E. H. Tweepy congratulated the Master of the Rotunda Hospital 
on this, his first report. These reports appealed to all obstetricians, 
because they represented a considerable amount of accuracy in the compila- 
tion of their statistical tables—infinitely greater accuracy than it is possible 
to obtain in the records of any extern maternity. The greatest credit is 
due to the Master for the perfection attained in his new labour wards. In 
criticising the Report his (Dr. Tweedy’s) first protest must be directed 
towards the plan of compelling patients to get out of bed at the end of 
forty-eight hours. Apart altogether from the probability that such 
disturbance would predispose to prolapse or backward displacements of 
the uterus, because of the latter’s mobility, its weight, and the relaxed 
condition of its supports, there was, he thought, an element of inhumanity 
in denying a woman the right to a good long rest after the wearing months 
of pregnancy, and the laborious efforts of delivery. In respect to perfect 
drainage, this has for years been efficiently provided for in the hospital, by 
plans which need not now be detailed. Amongst the 14,000 infants born 
in the hospital during his (Dr. Tweedy’s) Mastership nineteen developed 
ophthalmia ; these figures could be relied upon. If silver nitrate had the 
harmful effect attributed to it in causing inflammation, this inflammation 
would have been noted as a case of ophthalmia, and duly recorded. In 
his opinion the development of ophthalmia in those nineteen cases would 
receive a possible explanation in the undoubted fact that occasionally a 
probationer nurse does not succeed in getting the silver nitrate solution 
into the eye. This, no doubt, is a rare occurrence, but it is one that must 
not be ignored. Chloroform, if given in eclampsia, should be administered 
in very small quantities, not more than twenty minims at a time, and at 
long intervals. 

Dr. CRAWLEY (Consulting Ophthalmic Surgeon tothe Rotunda Hospital), 
referring to the substitution of argyrol for silver nitrate as a prophylactic, 
said that he understood that the prophylactic treatment at the hospital 
was to put into the eye of every child a drop of silver nitrate, whose 
strength he did not know, and he gathered from the remarks of the late 
Master the drop did not always reach the eye. His opinion was that it 
ought to. If one of his patients was running the risk, in his opinion, of 
getting gonorrhceal ophthalmia he would, without doubt, put silver nitrate 
into the eye in a 1 per cent. solution as a prophylactic. He did not use it 
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as an antiseptic, but as a caustic. He had no doubt that even if silver 
nitrate was dropped into the eye of every child there would still be a 
certain number of cases of gonorrhoeal ophthalmia and ophthalmia neona- 
torum. When he had been consulted about some of the cases at the 
Rotunda, and ascertained that argyrol was being used, he suggested going 
back to the silver nitrate, and since then he was not called so often to such 
cases. The case referred to in the Rotunda Report was one in which silver 
nitrate had been used, but when he first saw the case, the bad eye— 
ultimately lost—was covered with a bandage. This loss, in his opinion, 
was hardly to be entirely attributed to the use of silver nitrate, as the 
bandage, so used, would have been sufficient to cause most serious damage 
to the cornea. He did not agree with the President that it would be better 
to discard all but ‘‘aseptics,”’ for he had seen at the Royal Victoria Eye and 
Ear Hospital a number of cases coming from Holles Street and the Coombe 
Maternity Hospitals. He would consider the old method at the Rotunda 
better than the new until it was proved otherwise. 


Dr. CROFTON said part of the Report which referred to puerperal fever 
and to ophthalmia neonatorum was of the greatest interest to the vaccine 
therapist. There appeared to be a difference of opinion regarding the 
treatment of ophthalmia neonatorum. He would suggest finding out the 
cause of the trouble, as it might be due to a variety of microbes, and then 
to treat it with vaccine. He said this was a condition that could be treated 
by inoculation with the very best results, and he saw no reason why a 
child should not have a prophylactic injection if the mother was suffering 


from a specific vaginitis, or if her previous children had suffered from the 
disease. 


Dr. Gipson said he would have liked to have fuller information given 
in the Report about the more important cases. He always believed that 
the prone posture was unsuitable for patients that needed drainage, and it 
was, therefore, his practice to sit the patients up in bed from the third day 
onwards; but to get them out of bed in the time suggested in the Report 
would make it difficult to keep some of the patients in hospital for a 
sufficient length of time. He agreed with the remark about the difficulty 
of vaginal Czesarean section of incising the cervix when it could not be 
pulled down, but he could not agree as to the hamorrhage, which is not 
very difficult to control after the uterus is emptied. He had found in cases 
of sepsis the greatest assistance from the use of small doses of vaccines, 
and had to thank Dr. Rowlette for his advice in this matter. Referring to 
ophthalmia, it was his practice in the Coombe Hospital to use a 1 per cent. 
solution of nitrate of silver as a prophylactic, with the precaution that it 
was washed out after three minutes with saline solution. He would be 
very sorry to see the practice of using it dropped, as he had far fewer 
cases of ophthalmia to deal with since this treatment had been adopted. 
He considered that the principal benefit to be derived from delivery in the 
first stage in cases of eclampsia was that it bled the patient. In the cases 
of placenta praevia he noticed there was an infantile death-rate of 60 per 
cent., and all the cases but one were at term. He would like to know if 
Dr. Jellett had changed his mind as to the treatment of cases of placenta 
preevia at or near full term by Czesarean section. There was no informa- 
tion as to the size of the cervix when version was performed except in one 
case. Turning to the gynecological part of the Report, his experience of 
Wertheim’s interposition operation when performed without shortening of 
the uterosacral folds was that it was unsuccessful in the treatment of 
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complete prolapse, while it was most useful for cases of cystocele after the 
child-bearing period. He was sure that all members of the Academy 
would appreciate the remarks in the Report with regard to the Insurance 
Act, and its effect on the maternity hospitals. 


Dr. Gipson FitzGipson said that in the table of prolapse operations 
there were eight cases; two treated by Wertheim’s interposition operation 
for the condition of cystocele, which was the only condition complained of. 
He did not see how Wertheim’s operation could cure prolapse. There was 
nothing in it to support the cervix, and when interposition was done for 
that condition it was accompanied by some form of shortening of the 
ligaments to the cervix either Dr. Jellett’s method or Wertheim’s original 
method. He thought that these two cases, at any rate, should be excluded. 
With regard to the substitution of argyrol for nitrate of silver, during the 
three years he was Assistant Master at the Rotunda he did not remember 
Dr. Crawley ever being called to see an infant with ophthalmia. Although 
some cases occurred they got well with very little trouble. He considered 
that nitrate of silver had some function which did not exist in either 
argyrol or protargol. His experience with the last two in the treatment 
of cystitis was most unsatisfactory, and cases that showed no response to 
them got well rapidly when silver nitrate was substituted. 


Dr. JELLETT, replying to the remarks, said he thought that Dr. Crawley 
failed to recognise the fact that he (Dr. Jellett) only referred to the prophy- 
lactic use of nitrate of silver. (Dr. Crawley, interrupting, said he fully 
recognised this.) Continuing, Dr. Jellett said with regard to the bandage 
on the infant’s eye, he did not order such treatment; he ordered bandaging 
of the non-affected eye in accordance with the teaching of Sir H. Swanzy. 
He would not for a moment advocate the use of argyrol as a treatment for 
ophthalmia. As to being inhumane to get the patients up, their experience 
was that the patients themselves were in favour of it. He thought the 
proportion of cases in which displacements occurred after labour was too 
high, and this he attributed to prolonged lying in bed. He was afraid 
that twelve drops of chloroform would not be sufficient in cases of eclampsia 
to enable manipulations to be carried out, and he considered that any harm 
that may be done by giving a sufficient dose is more than counterbalanced 
by saving the patient unnecessary severe stimulation. He was of opinion 
that the gynecological part of the hospital could be carried out to the 
fullest extent without interfering with the maternity department. As to 
the Master of the Coombe’s remarks he thought more detail could not be 
given for want of space. Referring to cases of eclampsia the same treat- 
ment was carried out as in Dr. Tweedy’s time. In dealing with a case of 
placenta previa he was of opinion that Caesarean section would be entirely 
justifiable if the child was alive, if the placenta was central, and if the 
mother had not lost much blood. In all other cases Braxton Hick’s 
treatment was the best. The reason for removing the placenta in the case 
referred to by Dr. Gibson was to enable steps to be taken to stop hzemor- 
thage from the site of the myoma. He had not much experience of 
pituitary extract. With reference to Sir William Smyly’s inquiry as to 
accidental hemorrhage, he said there was practically no case of this kind 
during the year. As to Dr. FitzGibbon’s remarks on the treatment of 
prolapse, he would like to emphasise the fact that he only regarded 
Wertheim’s interposition as the best treatment for certain cases of prolapse. 
Cases should be treated as is most suitable in each case, and not by any 
general method. 
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Sectional Secretary—G. FitzGinzon, M.D., F.R.C.P.I. 


Friday, May 31 1912. 
The PRESIDENT in the Chair. 


HaAsMATOCOLPOS AND HA‘MATOMETRA FROM ATRESIA VAGINALIS. 


Dr. M. J. Gipson said this specimen was removed from a girl, aged 
twenty, who was both mentally and physically defective. She could not 
give a clear account of her symptoms, but it was ascertained that she had 
suffered from pelvic pains for about four years, and had never menstruated. 
Examination showed a large tumour occupying the lower abdomen, 
reaching to the umbilicus. A vagina was not to be seen. Examination 
by the bowel showed that the tumour filled the pelvis completely. The 
abdomen was opened, and the tumour removed entire. The patient’s 
convalescence was uneventful. The uterine arteries were not to be seen 
during the operation. The patient was now in a much better state of 
health, and her mental condition was improved. 


HASMATOCOLPOS AND HA‘MATOMETRA FROM ATRESIA OF THE LEFT VAGINA IN 
A CASE OF DousBLE UTERUS AND VAGINA. 


Dr. M. J. Gipson said this specimen was removed from a girl, aged 
nineteen, who had been menstruating regularly since she was fifteen years 
of age. Fourteen months before operation she began to suffer fromm sciatica, 
and twelve months later a tumour was to be felt a little above the pelvic 
brim. The pain at this time was intense, needing injections of morphia. 
The patient was then sent to him, and he found that the pelvis was 
occupied by a tense cystic tumour, at one side of which a small uterus was 
to be felt. The vulva, vagina, and vaginal portion of the cervix were 
apparently normal. The tumour was fixed in the pelvis, and was con- 
sidered to be a pelvic abscess. On opening the abdomen a uterus with 
only one tube and ovary was to be seen at the right side of the pelvis, and 
at the other side, well above the pelvic brim, the left tube and ovary were 
seen attached to the apex of the tumour. A diagnosis of double uterus 
and vagina was then made, and the mass was removed entire, leaving the 
ovary. The patient recovered very well from the operation, and is 
menstruating normally. 


SEPTIC UTERUS REMOVED IMMEDIATELY AFTER CAtSAREAN SECTION FOR 
SACCULATION FOLLOWING VENTRAL SUSPENSION. 


Dr. M. J. Gipson said the patient from whom he had removed the 
specimen first came into the Coombe Hospital two years ago. She was 
then suffering from rectocele with retroversion and descent of the uterus. 
She was then aged thirty-two, and had four children. She had one abor- 
tion. The treatment was amputation of the cervix, colpoperinzeorrhaphy, 
and ventral suspension. She became pregnant four months afterwards, 
but aborted at the second month. The ovum was expelled entire, and there 
was no fever. During her next pregnancy she got on very well until she 
reached what she considered to be full term. Labour then came on and 
the membranes ruptured soon after the pains began. Three or four hours 
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after this the pains ceased. The liquor amnii continued to escape, and 
finally began to smell badly. The labour pains returned twelve days after 
they had ceased, and she was examined in hospital, when she had appar- 
ently been in labour for several hours. The uterus was tightly contracted 
on the child, the discharge from the vagina was foul, and the patients’ 
condition was not good, her temperature being 100° and her pulse 110. 
There was no foetal heart. Per vaginam a smooth tumour was felt in the 
pelvis, but no cervix. An anzesthetic was administered, and with the hand 
in the vagina it was possible to reach the cervix, which was to be felt high 
above the sacral promontory. The child could not be felt through the 
anterior uterine wall. When the abdomen was opened a thin, but very 
strong, band was found uniting the uterus to the anterior abdominal wall. 
This was divided, and the uterus brought outside the abdomen. When the 
abdomen was thoroughly packed off, the uterus was tilted over the sym- 
physis, and a transverse incision across the fundus was made. The child 
was pressed out of the uterus into a basin. It had evidently been dead for 
several days. All hope of saving the uterus had to be abandoned as the 
cavity was purulent. A hysterectomy was performed and the pelvis 
drained. The patient was very ill for five weeks after operation, the pelvis 
and lower end of the wound being infected. The infection was strepto- 
coccal and undoubtedly recovery was assisted by the administration of 
small doses of vaccine with serum. The ventral suspension had been 
performed by passing two very fine silk sutures through the peritoneum 
of the anterior abdominal wall and the anterior surface of the uterus just 
below the fundus. The wound healed at once without any trouble. He 
considered that this unfortunate result, although it very rarely occurred, 
made the operation unsuitable for women during the child-bearing period. 

Dr. JELLETT said with regard to the second specimen he would regard it 
as a two-horned uterus, of which one horn appeared to be fairly well- 
developed, and the other to be quite undeveloped. Referring to the third 
specimen, which he considered a very important one on account of the 
large number of ventral suspensions that are done, it would be a very 
serious matter if complications were to be anticipated after such a simple 
procedure. From what Dr. Gibson had said he (Dr. Jellett) would attribute 
the condition not to the ventral suspension but to the fact that the woman 
had a prolapsed uterus, that the posterior ligaments were loose, and that 
as pregnancy advanced the cervix rose partially into the abdomen, the 
fundus being in apposition with the abdominal wall. He suggested that 
in consequence of the rising of the cervix at no time during the pregnancy 
had any tension come upon the suspension adhesions, which, therefore, 
neither yielded nor stretched. 

Dr. Crorton differed with Dr. Jellett as to the utility of taking cultures 
from the uterus. Although the case turned out all right, he considered it 
unscientific to have given anti-streptococcal serum on chance. 

Dr. SHEILL was in agreement with the Master of the Rotunda in his 
explanation of what had likely occurred. The specimen struck him as 
not presenting the appearance expected in a case of sacculated uterus. 

Dr. Gisson, in replying to the remarks, said that as regards Dr. Jellett’s 
theory as to the third specimen, the fact remained that the adhesion to 
the anterior abdominal wall was so strong that it prevented the uterus 
from rising properly, and that the anterior wall of the uterus was hyper- 
trophied and very thick. Referring to Dr. Crofton’s remarks he said that 
the pelvic infection was streptococcal. 
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SoME Notes On A CASE OF SPECIFIC VAGINITIS. 


Drs. LuMspEN and A. N. Honmes read papers on a case treated by 
vaccines which improved considerably, but did not become completely 
cured until local treatment with lactic acid douching of the vagina was 
combined with the increasing doses of vaccine. 


VACCINES IN THE TREATMENT OF PUERPERAL SEPSIS. 


Dr. R. J. Rowers read a paper on this subject. He gave a résumé of 
previous work dealing with the use of vaccines in the treatment of puer- 
peral sepsis. During the first two years vaccines had been employed in 
54 cases in the Rotunda Hospital. In 39 of these the treatment had been 
based on a bacteriological diagnosis. The diagnosis was made from the 
lochia obtained by Déderlin’s tube. Thirty-one of the 39 cases were of 
streptococcal infection, the remaining 8 of staphylococcal. The doses given 
were, in the case of streptococci, 2} to 10 millions; in the case of staphy- 
lococci, 20 to 50 millions. Injections were given at intervals of forty-eight 
hours. The typical result of an injection was a drop in temperature and 
pulse occurring in from twelve to thirty-six hours. In streptococcal injec- 
tions better results were got by combining the use of anti-streptococcal 
serum with that of the vaccine. Three deaths occurred in the streptococcal 
series. One patient was in advanced phthisis, another was moribund from 
gangrenous appendicitis when she entered hospital; the third showed 
considerable improvement under vaccine treatment, but died from an 
abscess of the lung when the supply of autogenous vaccine had been 
exhausted. Of the staphylococcal series, one patient died of pyzemia, the 
result of thrombosis of the ovarian veins. Tables, with full particulars of 
all the cases, were submitted, and charts were shown illustrating special 
points. Dr. Rowlette concluded—(1) Vaccines in small doses do no harm 
in puerperal sepsis; (2) in a large proportion of cases they do good; (3) 
autogenous are more effective than stock vaccines; (4) anti-streptococcal 
serum simultaneously increases the effect of streptococcal vaccine; (5) 
failure in treatment is generally the result of failure in diagnosis. 


Dr. CRorTON said that the two papers just read furnished good illustra- 
tions of the way in which chronic, localised, and acute infections should 
be treated by specific inoculation. In Drs. Lumsden and Holmes’s case it 
was necessary to steadily increase the doses of the vaccines, and unless this 
method of inoculation were adopted sufficient specific antibodies could not 
be formed to kill off the infecting microbe. He said that the case also 
showed the good results to be achieved by the combination of therapeutic 
inoculation and germicidal drugs. Dr. Rowlette’s cases, on the other 
hand, showed clearly that in acute infections, which were, if at all, but 
feebly cut off from the system, the desired result could be attained by the 
inoculation of a few small doses of vaccine. He did not think that after 
Dr. Rowlette’s convincing exposition of the cases anyone could deny that 
their cure was brought about by the vaccines, wherever a suitable serum 
could be procured, by producing a condition of mixed immunity by giving 
a mixture of serum and vaccine. This was especially the case where the 
patient was in a moribund state. He thought that in these cases specific 
anti-toxic and germicidal drugs might prove helpful. Such drugs were 
iodides and sulphides in organic combination. These, while practically 
non-poisonous to the tissue-cells, had the power of turning toxins into 
toxoids; these latter, while excellent antigen, were non-poisonous. He 
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(Dr. Crofton) was increasingly using the combination of such drugs with 
vaccine therapy. He suggested the intravenous injection of iodoform in 
ether in the very bad cases as well as the vaccine. Dr. Rowlette mentioned 
that he had prepared and prescribed doses of vaccines for cases he had 
not seen. He (Dr. Crofton) did not think that it was fair either to the 
vaccine-therapist or to the patient that the functions of the vaccine-therapist 
should be confined to the laboratory. He thought that the combination 
of the physician and vaccine-therapist at the bedside would achieve the 
best results. Finally, he said that the successful results achieved by 
vaccine-therapy in these cases of puerperal fever made it clear that the 
samme nethod of treatment could be used without danger, and should be 
used, in other acute conditions in which the micro-organism could be 
isolated, such as erysipelas, typhoid fever, etc. 


Dr. JELLETT said that the Rotunda Hospital had derived much benefit 
from the work carried out by Dr. Rowlette. He did not think that anyone 
could help deducing from the effects set forth in the paper that a number 
of patients perhaps owed their lives to the use of vaccines. Clinically he 
had considerable belief in the efficiency of vaccine treatment. Its use 
should be started as early as possible and should be continued for at least 
two injections after the temperature has remained down for two days. 
The main drawback to the use of vaccines was the difficulty of diagnosis. 

Dr. M. J. Gipson said that he had had much assistance from the use 
of small doses of vaccines together with serum as advised by Dr. Rowlette. 
His fatal cases had all developed diffuse septic peritonitis. He had tried 
routine drainage through the posterior fornix in severe cases of uterine 
sepsis, but found it of very little use. He had freely opened the abdomen 
in these and other cases as soon as the symptoms of diffuse peritonitis 
were present, but without success. The repeated uterine douche was only 
useful in cases of putrid endometritis. In other cases it did more harm 
than good. The curette was only to be considered in some cases of putrid 
endometritis, and then only very rarely. In grave cases of uterine sepsis 
the uterus was practically always empty, and the use of the curette must 
be very bad treatment. He considered that the use of small doses of 
vaccines never did any harm, and that this treatment was a valuable 
addition to the methods of helping a septic patient to overcome her 
infection. 

Dr. LUMSDEN, replying to the remarks, said that perhaps he did not 
sufficiently bring out the point that although the local condition of the 
patient was not markedly affected by the use of the vaccine the general 
condition was very largely improved. He referred to the fact that he had 
been using vaccines largely, in a more or less empirical fashion, and had 
found that perhaps they were not being pushed to a large enough dose. 
In cases of local septic infection he had been using large doses, and was 
getting better results. 

Dr. RowLeETrxE, in reply, referred first to some points in Dr. Lumsden’s 
paper. He had emphasised the great necessity for the application of more 
than one vaccine in a case of a double infection. One found the necessity 
for this in, for example, acne vulgaris and gleet. He thought that the 
case would have been an excellent one in which to have observed by 
Professor White’s method the amount of phagocytosis that the smear of 
pus would have shown, and if this had been done he considered that more 
information would have been obtained than by opsonic estimation. Dealing 
with remarks on his own paper, he said that in the charts shown only the 
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vaccine treatment was entered. In most of the cases there was other 
treatment, and in some of them that treatment had continued for some 
time. He agreed that it would have been more complete if the pulse-chart 
was shown, but the pulse showed a marked parallelism to the temperature. 
At the time the treatment was begun there was very little information to 
guide him as to doses, etc. The failures could not be attributed to want 
of co-operation with the obstetrician in attendance, as frequent consulta- 
tions were held. With regard to the justification of administering a 
vaccine on chance he thought that as in these instances they had almost 
certainly to deal with one of two infections it seemed sound enough to 
try one or other or both while waiting for a bacteriological diagnosis to 
be made. 
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REVIEWS OF RECENT BOOKS. 


A MANUAL OF MIDWIFERY FOR STUDENTS AND PRACTITIONERS. By G. Balfour 
Marshall, M.D., &c., Senior Gynecologist, Royal Infirmary, and Extra- 
academical Lecturer on Midwifery and Gynecology, Glasgow. Glas- 
gow: James Maclehose and Sons 1912, pp. 401. Price 14/- net. 


‘‘ Tt has been my custom to issue full notes and diagrams to the students 
attending my classes and I have been repeatedly asked to publish these in 
book form. The present manual is the outcome of these requests, and 
covers the ground occupied by a course of one hundred lectures.” The 
origin of this book, as stated by the author in his preface, is evident on 
almost every page. Its subject-matter is arranged under headings, pigeon- 
holed into sections, written in short staccato sentences—often with some 
economy in the use of the definite article, and condensed to a degree that 
makes continuous reading difficult and trying. Its notebook style, too, is 
far from educative and unfortunately the medical student acquires this 
method of literary expression only too readily and retains it long after his 
student days are over, as a glance at many of the contributions to the 
medical journals will show. Our first impression is one of doubt as to 
the value of a book of this kind outside the writer’s own pupils. That it 
must be most helpful to those who have attended the author’s lectures 
there can be no question. To them the compressed and almost dictionary- 
like style is but the skeleton which can be clothed with the living flesh of 
emphatic word and phrase of their teacher, and thus a proper perspective 
and due sense of proportion of each subject is obtained. But to those who 
have not followed the lectures this manual may appear too full of dry 
bones and they may be inclined to ask, with the prophet Ezekiel, ‘‘ can 
these bones live?’ Further acquaintance, however, tends to dispel this 
doubt, and if the book is used as the notes on which it is based were meant 
to be used, viz., as a framework round which to build the wider structure of 
lectures and clinical teaching, then it may be helpful to a far wider circle 
than the writer’s own pupils. And especially will this be the case in the 
Scottish Universities where the student relies more on his lecture notes 
than in England. It will be useful for purposes of revision before examina- 
tions and to practitioners who may wish to look up some matter and 
obtain the gist of it quickly and in small compass. 

It is remarkably exhaustive in its review of the subject, but we do not 
think it is comparable with the ordinary text-books, and we should be sorry 
to see it substituted for them. For this reason we think it unfortunate 
that the author has chosen the title he has. No doubt from its derivation 
a ‘‘ manual ” or ‘‘ handbook ”’ might be considered the best description of 
a book which is professedly notes of a lecture course, but the term has been 
so generally adopted by the different writers of text-books that its use in 
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this case provokes comparison with books of an entirely different category. 
A title more in accordance with its true character would largely have 
disarmed criticism. 

For it as a scheme of a course of lectures we have nothing but admira- 
tion. Its wide review of the science and practice of midwifery makes it a 
most helpful guide in planning out a similar course, though naturally there 
are many places in which other lecturers would part company with the 
author. For instance in Part III, devoted to the Pathology of Pregnancy, 
about one-third is occupied with ectopic pregnancy, a subject which many 
will prefer to leave to the gynzecological course, and such unsatisfactory 
subjects as hydrorrhcea gravidarum and amnialis, which may deserve bare 
mention, as it is customary to do so, might be omitted till something more 
useful can be said about them than is the case at present. Hydramnios is 
not defined more than by saying that ‘‘it is an excess of liquor amnii, which 
may amount to 30 pints or more.’’ By the omission of much of what 
Professor Balfour Marshall includes in this part more time could be given 
to the toxzemias of pregnancy and to pyelitis. Chorea and some nervous 
affections of pregnancy escape mention altogether. As it should be in a 
course of systematic lectures, the scientific side is fully considered, and 
we would draw special attention to the very excellent resumé of the 
development of the ovum and its envelopes ; the chief merit, however, lies in 
the detailed instructions for the various procedures of operative midwifery. 
In these sections there is little that is open to criticism. The method of 
bi-manual compression in post-partum haemorrhage would not meet with 
general acceptance. Compress the uterus ‘‘ between the outer hand placed 
over the fundus, forcing it down into a position of anteversion, and the 
inner fist placed in the posterior fornix to press the cervix upwards and 
forwards.” Surely the inner fist should be in the anterior fornix to press 
the anterior wall of the anteverted uterus against the posterior wall pressed 
down from above. Examination and management are included in Part IV 
under the Physiology of Labour. In the abdominal examination palpation 
of the fundus is advised as the first procedure. The fundal examination is 
most difficult and therefore the most likely to mislead, and as a rule the 
first thing the attendant wants to find out is whether the head presents or 
not, and that he does by feeling for it at the brim. It will be found there 
in over go per cent. of cases. Why not teach him to begin by endeavouring 
to decide at once whether the case is one of the 96 per cent. or of the odd 
4 per cent.? Then the absence of the head at the brim is the first sign of 
a non-cephalic presentation. 

These are, however, points of individual preference and of trifling 
moment, and we do not find more than this for critical comment in the 
matter of the book, which, as the work of so experienced a teacher as 
Professor Balfour Marshall, is sure to meet with wide recognition. But for 
the reasons we have already given we hesitate to recommend it for general 
use among students because we fear the temptation would be to use it as 
a cram book. Far the greater part is lecture notes pure and simple, and 
yet it is by taking notes himself that the student learns, so that a book 
which may be used to save that effort is scarcely for his good. 
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DER GYNAKOLOGISCHE OPERATIONSKURSUS. By Dr. Wilhelm Liepmann, 
Privatdozent fiir Geburtshilfe und Gyniakologie an der Friedrich 
Wilhelms Universitat zu Berlin. pp. 488 with 409 illustrations, mostly 
new and original drawings by Margerete Wendland. Second edition, 
1912. Berlin: Verlag von August Hirschwald. Price 27 Marks. 


Tue fact that a second edition of a book of this nature has been called for 
within twelve months is sufficient to indicate that it has been successful 
in meeting a want. In its design and structure this volume may be 
said to ain at teaching rather than at covering the whole field of operative 
gynecology, and thereby making itself for the most part a cumbrous 
work of reference. Like its predecessor from the same pen—the ‘‘ Geburt- 
shilfliche Seminar,’’—it is essentially the substance of a series of lectures 
to students, fully illustrated by actual specimens, and in some cases by 
operations upon the cadaver. It leaves the reader with the conviction 
that he has been reading the words of one who must be a successful teacher, 
as well as a skilful and experienced operator. 

After some lectures dealing with the general principles of gynzecological 
technique, the various operations are taken up in groups. The steps of 
each operation are described, and the anatomy of the parts involved is 
discussed, so that the students avoid the risk of having detached notions 
of the anatomy and of its bearing on surgery. Similarly the pathology of 
the operation is taken up, and lastly the special dangers and complications. 
Each group of operations is rounded off in this way, leaving the student 
with his knowledge of the anatomy, pathology and practical surgery all 
connoted and linked together in his mind. From a practical point of view 
at least this is real teaching. } 

No attempt is made to give an exhaustive account of all the different 
details of technique adopted by different operators, but the author states 
clearly what in his own experience he has found the best methods. The 
book has therefore the distinctively personal note, which makes for good 
reading. 

Special attention is drawn to the not infrequent occurrence of peritoneal 
folds connecting the bowel and the genital organs. The ligamentum 
appendiculo-ovaricum extending from the vermiform appendix to the right 
ovary has received some attention lately in various quarters. Liepmann 
has demonstrated it with ease in 32 out of 143 cases. Three specimens are 
figured in which may be seen a similar fold passing from the left infundi- 
bulo-pelvic ligament to the mesentery of the sigmoid flexure of the colon. 
To this the author gives the name of the ligamentum infundibulo-colicum. 
It is interesting to speculate upon the possible rdle of such folds, carrying 
as they do, lymphatics, in the etiology of such conditions as pyosalpinx in 
the virgin. 

The wealth and excellence of the illustrations form a special feature of 
the book. They are confessedly imitations of those in Kelly’s book, and 
Fraiilein Wendland is to be congratulated on her success. 

R.W.]J. 
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